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ABSTRACT 
The main purpose of this study is to explore the association between social capital 
and recovery from mental illness in community-based rehabilitation services within the 
Taiwanese social and cultural context.  This study employed a cross-sectional survey 
design using a convenience sample of 310 mental health consumers who were members 
in community mental health agencies (the rehabilitation centers or the half-way houses) 
in Taiwan and 26 practitioners who were familiar with these participated consumers.  A 
series of hierarchical multiple-regression models were used to identify whether access to 
social capital has an independent effect on the perceptions of recovery.  As expected, 
access to social capital dimensions, especially mobilization of personal social network, 
had independent effects on subjective recovery but not on objective recovery.  Moreover, 
access to social capital was a partial mediator of the relationship between social 
functioning and subjective recovery.  Next, the levels of access to social capital among 
consumers in the half-way houses were not different from those in the community 
rehabilitation centers.  In general, consumers in the community rehabilitation center had 
 iii
higher immediate family support levels than those in the half-way house.  However, 
consumers in the half-way house had higher friend support levels than those in the 
community rehabilitation center.  These findings suggest that consumers must have 
willingness and power to mobilize their own social networks and relations when needed, 
besides having opportunities of access to social resources.  The study implies that 
mental health practitioners should design interventions to enable consumers to increase 
reciprocal social relations with others and to facilitate their levels of access to social 
capital, which may lead to recovery of consumers.  Future study and limitations are also 
discussed in the study.  
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CHAPTER ONE.  INTRODUCTION 
 
According to the Bureau of National Health Insurance (BNHI), the number of 
people with mental illness was about 110,000 in 2002, and the number increased 
dramatically to 176,0001 people in 2006 (Bureau of National Health Insurance, 2008).  
Moreover, the proportion of persons with psychiatric disorders who possessed 
physical-mental handicapped booklets2 among the total population was approximately 
0.38% (more than 85,000 people) in 2005 (Department of Statistics, 2005).  Liu, Prince, 
Blizard, and Mann (2002) conducted a study to survey the prevalence of psychiatric 
morbidity with 990 patients and found that the proportion of weighted prevalence of 
definite psychiatric disorder was 38.2%.  A Taiwanese study employing the BNHI 
national dataset in 2000 showed that the one-year prevalence of any major psychiatric 
disorder, minor psychiatric disorder, and any psychiatric disorders (which consisted of 
                                                 
1 The population in Taiwan was about 23 million people, of which 22.42 million participated in National 
Health Insurance in 2006.  
2 Only with the government-issued Benefit Booklet for the Disabled can the disabled in Taiwan apply for 
social welfare services and care allowance. In fact, many persons with mental illness in Taiwan did not 
apply for or were not eligible for the government-issued Benefit Booklet for the Disabled. 
 2 
both major and minor psychiatric disorders) was 1.37%, 4.26% and 5.30 %, respectively 
(Chien, Chou, Lin, Bih, & Chou, 2004).  Overall, these figures are low compared with 
those in Western countries (Chien et al., 2004).  
The low prevalence rate may result from varying methodological, cultural, and 
social factors as well as cross-national differences among countries.  However, Chien et 
al. (2004) argued that people with mental illness in Taiwan might be both 
under-diagnosed and undertreated in the context of its oriental society.  In Taiwan, 
people who have a mental health problem tend to visit general medical physicians rather 
than psychiatrists; however, a Taiwanese study has shown that family medicine 
physicians failed to recognize 69% of the psychiatric cases (C. Y. Liu, Chen, & Cheng, 
2004).  Little is known about how many people with mental health problems are 
under-diagnosed and undertreated to date. 
The macro economic impact of mental illness on the Taiwanese health care 
system is significant.  In general, 10 to 35% of clinical psychiatric populations are heavy 
users of health resources and occupy 50 to 80% of total resources (Barton, 1999).  For 
example, evidence has shown that patients with schizophrenia utilized a 
disproportionately high amount of health care services in Taiwan (I. Lee et al., 2008).  I. 
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Lee and his colleagues studied the functionality and economic cost of outpatients with 
schizophrenia in Taiwan for a sample of 74 participants.  The results of their study 
found that the annual average total cost for each schizophrenic patient was approximately 
U.S. $16,576, of which direct and indirect costs were 13% and 87%, respectively.  
Mental illness also influences individuals and their families on several substantial 
dimensions, including financial burden as well as social and psychological aspects (I. Lee 
et al., 2008).  Empirical studies showed that people with severe mental illness have 
impairment in their self-care, social skills, interpersonal relationships, employment 
performance, and use of leisure time (Dickerson, Parente, & Ringel, 2000).  In regard to 
the economic aspect, mental illness tends to generate financial burden on the families due 
to unemployment and the loss of working capacity (W. Lee, 2006; I. Lee et al., 2008).  A 
Taiwanese study suggested that at least 580,000 people per year did not go to school or 
lost their working ability because of mental health problems (Hu, 2002).  Another study 
suggested that at least 70% of persons with mental illness experienced unemployment in 
Taiwan (Sheu, 2004).  Moreover, the employment rate among chronic psychotic patients 
was only 8.3%, which is very low (W. Lee, 2006).  Without employment, persons with 
mental illness have fewer chances to participate in social activities. 
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In family and social relations, families of people with mental illness often find 
themselves socially isolated, with little knowledge about the illness and limited coping 
strategies (Cook, Heller, & Picket-Schenk, 1999).  Obviously, mental health problems 
affect social relationships, including social withdrawal, loss of contact with friends, and 
increasing dependence on the significant others (Dickinson, Green, Hayes, Gilheany, & 
Whittaker, 2002).  A study has shown that persons with mental illness are often living 
with shame and fear of exclusion, and the most frequent difficulties they encounter in 
their daily lives include feeling lonely, struggling for equality, and being neglected 
(Granerud & Severinsson, 2006).  Furthermore, persons with more severe psychiatric 
symptoms tend to have superficial and negative social relationships and limited social 
networks (Sorgaard et al., 2001).  A Taiwanese study of the recovery experience among 
persons with mental illness found that the factors contributing to recovery included 
self-motivation and outside available resources.  Such resources include support of 
professionals, support of family and friends, social welfare and medical resources, 
positive environment, and religion (Y. Lee, 2005; Y. Lee, 2006).  In other words, 
available and mobilized resources are critical for the recovery process of the mentally ill. 
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As the aforementioned indicates, the impact of mental illness on individuals is 
multidimensional and complex; thus the ways to address this are divergent as well.  
Over the past decades, due to consumer movements in the United States and other 
Western countries, community-based rehabilitation approaches are dominant in the 
mental health arena across countries.  Influenced by this trend, the Taiwanese 
government introduced community mental health care in the 1970s.  The advantages of 
the community-based mental health services are well-known (Badger, McNiece, Bonham, 
Jacobson, & Gelenberg, 2003; J. Li, 1995; Yu, 2002).  However, research about how and 
what kind of mechanisms can help individuals recover from mental illness is still not 
adequate.  Recently, the concept of social capital has been a popular area of study in 
health outcomes across countries; however, the results of existing studies show that there 
is inconsistent association between social capital and mental health across studies 
(Almedom, 2005; De Silva, McKenzie, Harpham, & Huttly, 2005; De Silva, Huttly, 
Harpham, & Kenward, 2007; Whitley & McKenzie, 2005).  To date, empirical studies 
related to social capital within the mental health arena are still in their infancy (Becker et 
al., 1998; Green, Hayes, Dickinson, Whittaker, & Gilheany, 2002; McKenzie & Harpham, 
2006; Webber & Huxley, 2007).  
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There is a variety of competitive definitions of social capital, and the most 
arguable disagreement is about whether social capital is a property of groups or 
individuals (McKenzie & Harpham, 2006).  A systematic review of studies on social 
capital in relation to mental health (McKenzie & Harpham, 2006) found that some 
elements of social capital have a significant protective effect on mental health.  
McKenzie and Harpham (2006) also concluded that different mental health problems are 
likely to be linked to different aspects of social capital in varying ways.  Whereas in the 
prevalent literature, the association between social capital and mental health is mainly 
measured at the community/neighborhood level (McKenzie, Whitley, & Weich, 2002), 
some researchers emphasize the role of the individual level of social capital in mental 
health (Webber, 2004).  In effect, there is evidence of an inverse relationship between 
individual social capital and mental illness (Webber and Huxley, 2007; W. Yip et al., 2008; 
Ziersch, 2005).  Summarizing a variety of definitions and discussions by many scholars 
contributing to this topic, N. Lin (2001) proposed the general definition of social capital 
as “the investment in social relations through which they gain access to embedded 
resources to enhance expected returns of instrumental or express actions” (p. 19).  
According to the above definition, social capital is seen as a social resource; its main 
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components include social relations, purposive actions, and expected returns, both at the 
individual and community level.  Because the focus of this study is to explore how 
personal social capital can improve the individual’s mental health outcomes, this study 
measures social capital at the individual level. 
 
To date, there is little known in Taiwan about mental health rehabilitation 
outcomes, particularly from the social capital perspective.  Because community-based 
mental health rehabilitation becomes increasing important in the mental health field, 
employing theories of social capital can provide an alternative viewpoint on how social 
relations and networks can work for persons with mental illness.  Furthermore, by 
understanding whether and how social capital can help persons with mental illness 
recover, mental health practitioners are more likely to design appropriate 
community-based rehabilitation programs for them.  Accordingly, the main purpose of 
this study is to explore the association between social capital and recovery from mental 
illness in the community-based rehabilitation services within the Taiwanese social and 
cultural context.  By so doing, it is hoped that this study can offer a useful social 
perspective to the government as well as mental health professionals and practitioners, 
 8 
especially those in community rehabilitation agencies, thereby giving them an alternative 
in rethinking how to help consumers recover in appropriate and effective ways. 
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CHAPTER TWO.  LITERATURE REVIEW 
 
A Brief History of Community Mental Health and 
the Cultural Context in Taiwan 
The Development of Mental Health in Taiwan  
In Chinese society, family is regarded as the most important unit in society and 
members are supposed to take care of other family members, including persons with 
mental illness (K. Yip, 2005).  Without taking the family context into consideration, it is 
hard to understand how Taiwanese society handles persons with mental illness (K. Lin, 
Kleinman, & Lin, 1981).  The development of psychiatric medicine and treatment in 
Taiwan dates back to the Japanese colonial period, at which time, the first public 
psychiatric hospital, Yan Shen Yuan, was built in 1934 (Shen, 2003).  In the mid 1940s, 
the Taiwanese government began developing a series of social and medical welfare 
measures.  According to W. Wang (2002), American psychiatric development influenced 
Taiwan in at least three waves. The first wave occurred during the years 1951 to 1953, 
when a Taiwanese University hospital psychiatrist, Lin, brought the psychodynamic 
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psychiatry model back to Taiwan from the United States, which transferred Taiwan from 
the Japanese-style psychiatric model to the American-style model.  
The second wave happened in 1967, influenced by the American community 
organization movement and the deinstitutionalization policy.  Taiwan began developing 
community mental health centers, which mainly focused on early detection of mental 
illness and provision of therapy.  However, the post-evaluation of community mental 
health centers did not prove the effectiveness and efficiency of these mental health 
centers (Siao, 2004).  Thereafter, evaluation of the role and function of community 
mental health centers was shifted to the follow-up of chronic psychiatric patients after 
discharging them from psychiatric hospitals.  
The third wave began in 1971 due to the increasing interaction between Taiwan 
and Western countries (mainly the United States) regarding psychiatric research and the 
influences of the progressing development of the American community mental health 
movement (Shen, 2003).  At that time, Taiwan began emphasizing community-based 
rehabilitation services among people with persistent mental illness (Song, 2004).  Since 
then, general and psychiatric hospitals began to develop community-based rehabilitation 
programs, such as the sheltered workshop, day care center, and half-way houses (Shen, 
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2003).  In 1989, both the Department of Health (DOH) and the Bureau of National 
Health Insurance (BNHI) added financial incentives to encourage community 
rehabilitation programs among people with chronic mental illness by (Shen, 2003).  The 
above trend signifies that mental health policy and development in Taiwan have 
progressed formally toward an era of community rehabilitation (Song, 2004). 
 
Before 1980, psychiatric services in Taiwan were mainly the responsibility of the 
social welfare system, which offered merely minimum social assistance (Siao, 2004; H. 
Wang, 1992).  In other words, unless families with psychiatric patients became burned 
out completely or lost the ability to take care of their patients, they could only rely on 
themselves; they could not obtain any formal support from the government.  This 
situation produced sad scenarios: Families that could not bear caregiving responsibilities 
tended to abandon psychiatric patients in the street or send patients to specific psychiatric 
asylums, such as Lung-Fu-Tang, a total institution that provides no medical services (Siao, 
2004).  (According to Goffman, 1961, a total institution means closed wards where the 
inmates are regimented, surrounded by other inmates, and unable to leave the premises.)  
People chose this kind of shelter because it was cheaper; they could not afford expensive 
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medical treatment, indicating that governmental support and policy did not meet their 
needs appropriately.  
Not until 1980 did the DOH provide a health care system that began 
administering psychiatric services, promoting community rehabilitation programs, and 
enacting the Mental Health Act, implemented in 1990.  On the one hand, the DOH 
subsidized psychiatric hospitals and medical centers to develop hospital-based 
rehabilitation programs.  On the other hand, the DOH also encouraged the development 
of self-help groups of families with mentally ill members through local departments of 
health administration.  Meanwhile, several non-profit mental rehabilitation associations 
began to experiment with various community-based rehabilitation programs by 
collaborating with hospitals or relying on government subsidies (Shen, 2003).  The 
types of rehabilitation programs included management of coffee shops and rehabilitation 
stores.  Overall, most of the community rehabilitation programs were hospital-based 
rather than community-based.  
During the1990s in Taiwan, there were two types of self-help groups of families 
who had mentally ill members (Siao, 2004).  One was formed and supported by 
psychiatric professionals and emphasized community rehabilitation programs.  The 
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other was developed independently by families with mentally ill members and focused on 
the rights and fairness regarding resource allocation and accessibility of psychiatric 
patients and their families (Siao, 2004).  Discontented with deficiencies and 
insufficiencies of the Mental Health Act (MHA), mental rehabilitation associations and 
grass-roots groups of families of the mentally ill began to collaborate together and 
advocate the modification of the MHA and that of the Disabilities Act (DA) in 1994.  
The main purposes of their advocacies focused on the continued and comprehensive care 
system of the mentally ill and the participation of families in community rehabilitation 
programs (Shen, 2003). 
 
In 1995, driven by a series of social forces, people with mental illness were 
successfully covered by the DA.  Later, the DA was amended again and renamed, the 
Physically and Mentally Disabled Citizens Protection Act (PMDCPA), in 1997.  Article 
1 of this Act states, “The competent authorities in charge of labor take the responsibility 
for the plan and implementation of the affairs concerning the vocational training and 
employment services of the disabled, execution of the obligatory employment and 
employment security” (PMDCPA, 1997).  Since then, the labor authorities also began 
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participating in community rehabilitation services among the disabled, which infused 
more resources and different ideas into the mental health rehabilitation programs (Shen, 
2003). 
Increasingly, self-help groups, composed of families of the mentally ill, and 
non-profit organizations engaged in mental health rehabilitation services, along with 
much more feasible and accessible resources from labor and health authorities (Siao, 
2004).  This trend indicates that the community rehabilitation services in Taiwan have 
begun to transfer from the hospital-based model to the community-based model.  
Although there is a progressive development of community-based rehabilitation services 
in Taiwan, the overall needs of families with mentally ill members are still far from being 
met.  Moreover, community rehabilitation services are underdeveloped due to the 
limitations of the hospital-based approach of the current health system and the National 
Health Insurance payment design (Song & Singer, 2006).  
Regarding the development of mental health policy in Taiwan, it is obvious that 
the orientation of Taiwan’s mental health policy for persons with mental illness has 
gradually shifted from the hospitalization model to the community approach (H. C. Lin, 
2005).  The development of Taiwan mental health policy programs is shown in Table 1. 
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Table 1 
 
The Development of Mental Health Policy and Programs in Taiwan 
Year  Policy/Plan Content  
1984 The Department of Health 
(DOH) started the 
Five-Year Mental Health 
Prevention Program. 
After a series of social problems caused by persons 
with mental illness, Taiwanese society began to 
emphasize the importance of mental health care at 
that time.  The DOH started to plan the Five-Year 
Mental Health Prevention Program, which was the 
blueprint for the Mental Health Network Program. 
1985 The National Psychiatric 
Hospital Accreditation 
began.  
For the purpose of ensuring the quality of psychiatric 
hospitals, the DOH holds the National Psychiatric 
Hospital Accreditation every 3 years.  
1986 The DOH started planning 
the Mental Health 
Network Program. 
Depending on geographical location, demographics, 
and resource allocation, the Taiwan area was divided 
into 7 responsibility districts. Each district was 
assigned a public hospital as the core hospital to be 
in charge of all psychiatric works in that district and 
to help develop a mental health prevention program.  
1987 The DOH set up the 
Branch of Mental Health 
as the formal unit.  
-- 
1988 The DOH began to 
promote hospital-based 
home care services. 
To ensure that patients can obtain appropriate mental 
health services, a team of psychiatrists and nurses 
provide home care services for persons with mental 
illness who have been discharged from the hospital.  
By so doing, patients can live in the community 
where they are familiar and feel comfortable.  The 
effectiveness of this hospital-based home care model 
has been proven by some Taiwanese researchers 
(Tung & Beck, 2007).  
 16 
Year  Policy/Plan Content  
1989 The Community Mental 
Health Rehabilitation 
Experimental Program 
began. 
The program includes community rehabilitation 
centers, vocational training, half-way houses, and 
home care services.  The aim of this program is to 
prepare for the movement of deinstitutionalization.  
1990 The enactment of the 
Mental Health Act 
Formulated and promulgated in 52 articles 
 
1994 Regulations of Mental 
Health Rehabilitation 
Institution Establishment, 
Management and Reward 
To institutionalize the community mental health 
rehabilitation program 
1995 The amendment of the 
Disabled Act  
According to Article 3 of the Disabled Act, persons 
with chronic mental illness could now be covered by 
the Disabled Act. 
1996 The Community Mental 
Health Protection Plan 
started. 
The public nurses (also called case managers) are in 
charge of the follow-up of community psychiatric 
patients.  Their responsibilities include follow-up, 
information offering, and transfer services.   
2000 The first amendment of 
the Mental Health Act 
Amended Articles 2, 9, 11, 13, 15 
 
2002 The second amendment of 
the Mental Health Act 
Amended Article 43 and added Articles 23-1 and 
30-1 
 
2003 The National Health 
Insurance Family 
Physician Integrated 
Health Care Experimental 
Program was implemented 
in the community  
This program aimed to organize 200 community 
medical groups in 2004.  Each group, made up of 5 
to 10 community clinic physicians, cooperates with 
local hospitals. Regarding mental health, these clinic 
physicians are expected to understand the depression 
symptoms and help detect people who are suffering 
from depression.  
2005 The National Suicide 
Prevention Center was set 
up.   
-- 
2007 The third amendment of Amended and promulgated in 63 articles.  The aim 
 17 
Year  Policy/Plan Content  
the Mental Health Act  of this amendment is to seek to better safeguard the 
human rights of people with mental health illness and 
introduce a community-based care model for them. 
Note.  Adapted from “The Impact of Mental Health Act on Taiwan’s Mental Health,” by H. C Lin, 2005 
(Unpublished master’s thesis). National Chung Cheng University, Chia-Yi, Taiwan, pp. 6-7. 
 
In general, mental health services in Taiwan include four categories: (a) 
psychiatric medical services, (b) community rehabilitation, (c) employment, and (d) 
long-term institutionalization (Lu, 2004).  Different administration authorities are in 
charge of various types of services, depending on the needs and the severity of symptoms 
of persons with mental illness (see Table 2).  
 
Table 2 
Provision of Mental Health Services in Taiwan 
Category Psychiatric 
medical services 
Community 
rehabilitation 
Employment Institutionalization  
Service Emergency    
 care 
Outpatient   
 clinic 
Full day  
 admission 
Home care  
 services 
Rehabilitation  
 services 
Vocational  
 training 
Employment  
 assistance 
Supplement  
 employment 
 
 Long-term  
 institutionalization,   
 such as nursing   
 homes 
Authority The health system The labor system The social welfare 
system 
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Ideally, these authorities should collaborate with each other to provide continuous 
and consistent mental health services for persons with mental illness.  However, in 
reality, the needs of patients have not been met due to the lack of integrated community 
mental health services (Lu, 2004).  
 
To sum up, the development of community rehabilitation services in Taiwan was 
influenced mainly by the deinstitutionalization and community movements in the United 
States in the 1960s.  As a result of the further contribution to these efforts by grass-roots 
groups in recent decades, the social model of community mental health has begun to play 
an influential role in Taiwan’s mental health field.   
Community-Based Mental Health Rehabilitation in Taiwan 
The community-based mental health rehabilitation in Taiwan is influenced a lot 
by western countries.  An American study showed that people with serious mental 
illness are generally characterized by high density and a small number of dependent, 
non-reciprocal social ties (Yanos, Primavera, & Knight, 2001).  Prior studies have 
shown that the loneliness of people with severe mental illness is relevant to impaired 
ability to make and keep friends, lack of opportunities to participate in social activities, 
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and stigma associated with mental illness that creates barriers between them and their 
communities (Perese & Wolf, 2005).  This often makes it hard for them to maintain 
social networks and relationships over time, and as a result, they become isolated from 
society.  According to Barton (1999), services components in mental health 
rehabilitation comprise skills training, peer support, vocational services, and consumer 
community resource development, which is oriented toward empowerment, recovery, and 
competency.  Studies show that community rehabilitation programs, such as home care 
services, community rehabilitation centers, half-way houses, and day care centers, have 
positive effects on the social functioning and quality of life of persons with persistent 
mental illness (Badger et al., 2003; J. H. Li, 1995; Resnick, Rosenheck & Lehman, 2004; 
Yamos et al., 2001; Yu, 2002).  Moreover, social network interventions, such as support 
groups, mutual help groups, and volunteer groups, can help persons with mental illness 
expand social networks and increase social activities and friendships (Perese & Wolf, 
2005). Connors, Siddique, Vulpen, and Mulhall (1998) employed a pre-test/post-test 
non-equivalent control group design to evaluate outcomes of a comprehensive 
community rehabilitation program for 36 long-term psychiatric patients, 20 months after 
its implementation.  The results suggested that there was a substantial positive impact on 
 20 
people with chronic psychiatric disabilities who participated in the community-based 
comprehensive case management service.  The authors suggested that several 
components of the service may be accountable for its outcomes: (a) the amount of 
services offered to the program clients, (b) the quality of the service-provider/client 
relationship, and (c) the clinical focus of the service.  A Swedish study (Brunt & 
Hansson, 2003) investigated 76 persons with severe mental illness by comparing their 
subjective quality of life in in-patient settings with two types of supported housing 
settings.  The results of the study showed that the patients in the community settings had 
a significantly better subjective quality of life compared to those in in-patient settings.  
In Taiwan, Tseng (2002) studied 120 patients with severe mental illness, 
employing a comparative group design, to investigate the outcomes of a community 
rehabilitation program.  The results of the study showed that patients in the 
rehabilitation program had better social functioning scores.  Moreover, they had a better 
capacity to manipulate daily routines and more social interactions.  However, there was 
no significant difference of quality of life between the two groups.  Another Taiwanese 
study (W. Wang, 2002) compared the cost-effectiveness of a community rehabilitation 
center with that of a chronic psychology ward model.  A total of 360 patients with 
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severe mental illness were analyzed.  The results of the study suggested that the 
community rehabilitation center model had a better cost-effectiveness outcome, 
compared to chronic psychology ward model.  However, there was no significant 
difference in daily living functioning and psychiatric situation and social functioning 
scale scores between the two groups.  Overall, most patients in community rehabilitation 
programs had significantly better subjective quality of life and life satisfaction compared 
to those in the non-rehabilitation group.  Moreover, some studies have shown that 
vocational rehabilitation programs can promote better employment outcomes (Cook, 
Lehman, Drake, & McFarlane, 2005; Rosenheck, Leslie, Keefe, & McEvoy, 2006). 
Although there is a progressive development of community-based rehabilitation 
services in Taiwan, the gap between need and supply of such services remains.  To date, 
only 32% of people who need community services had received appropriate services 
(Gou, 2004).  The other problem is that, according to the DOH, in 2005, 9 out of the 
total 23 counties in Taiwan had not set up half-way houses and community rehabilitation 
centers for persons with mental illness, indicating that resource distribution was not equal 
among counties (Gou, 2004).  Furthermore, studies relevant to this issue are inadequate 
(Tseng, 2002; W. C. Wang, 2002; Yu, 2002).  As stated earlier, the reason community 
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rehabilitation services are underdeveloped is associated with the limitations imposed by 
the hospitalization approach of the current health system and the National Health 
Insurance payment design.  Furthermore, studies show that many Taiwanese people had 
little understanding and information about community rehabilitation services and lacked 
the awareness of occupational training (Y. Lee, 2005; H. T. Wang, 1992).  Thus, it must 
be emphasized that the community rehabilitation services in Taiwan are still not 
well-developed and are far from enough. 
Chinese Culture, Health Beliefs, and Help-Seeking  
Behaviors in Taiwan 
It is well-known that social and cultural factors have an impact on psychological 
and mental health problems (Hsiao, Klimidis, Minas, & Tan, 2006; Tew, 2004a).  
Generally speaking, Chinese culture can be seen as the combination of a dialectic 
interaction between the concept of Tao3 and a strong pragmatic material orientation (K. 
M. Lin, 1981).  Two philosophies have dominated Chinese society all through the 
centuries: Confucianism and Taoism.  Here, Confucianism concerns the proper way of 
conducting a person’s social life whereas Taoism involves the optimal way for an 
                                                 
3 The idea of Tao concerns how people can follow a proper way of conducting their social and personal 
life. 
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individual to live a harmonious personal life (K. M. Lin, 1981).  Together, these two 
philosophies represent the most important influence in Taiwanese daily life, determining 
roles for the appropriateness of interpersonal relationships between self and others, how 
to classify social relationships and how to behave toward others (Hsiao et al., 2006).  
The term guanxi (interpersonal relationship) is a key concept for understanding 
Chinese social behaviors and how social relations can influence people’s mental health 
(Hwang, 2001).  Unlike Western individualism’s emphasis on personal right, 
Confucianism concerns highly personal duties and social goals (Bedford & Hwang, 2003).  
A greater proportion of the identity of a Chinese person is dependent on relationships 
with others; and the sense and meaning of connectedness with other people is much 
stronger for Taiwanese than for Westerners (Bedford, 2004).  Chinese people who fail to 
fulfill social responsibility and maintain a place in the social order may, as a result, feel 
guilt, shame, hopelessness, and disappointment (Bedford & Hwang, 2003; Hsiao et al., 
2006).  Hsiao and her colleagues (2006) interviewed 28 Chinese-Australian people with 
mental illness and found that interpersonal harmony was the core element in maintaining 
Chinese patients’ mental health.  Accordingly, maintaining a harmonious relationship 
with others plays a significant role in Taiwanese people’s mental health and well-being. 
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It is possible that maintaining a harmonious and good relationship with others 
may lead to more opportunities in accessing and mobilizing social resources.  Hwang 
(2001), a Taiwanese psychologist, found that “when resource allocators are requested to 
allocate under their control in a manner that favors the petitioner, the first response in 
their psychological response is to judge the guanxi between them” (p. 200).  In other 
words, people holding a good guanxi with others may have more opportunities to 
mobilize social resources embedded in their social networks, which may lead to better 
mental health within the Taiwanese cultural and social context. 
Help-seeking behaviors are complex and often embedded in the local social 
context and cultural beliefs.  A Taiwanese study summarized five Chinese health beliefs 
about mental illness, based on the following perspectives: moral, religious, cosmological, 
traditional Chinese medical, as well as psychosocial perspectives (Wong, Tsui, Pearson, 
Chen, & Chiu, 2004).  From a moral perspective, families are willing to take mental 
illness as a punishment for their own or their ancestors’ misconduct.  From a religious 
and cosmological perspective, mental illness is seen as a fate which is influenced by 
supernatural beings.  The traditional Chinese medical view regards mental illness as a 
lack of the proper balance of “yin” and “yang” forces.  In Chinese philosophy, the 
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concept of yin and yang describes two opposing and, at the same time, complementary 
aspects of any one phenomenon (object or process) or comparison of any two phenomena 
(Ebrey, 1993).  These aspects represent universal standards of quality at the basis of the 
systems of correspondence seen in most branches of classical Chinese science and 
philosophy (Ebrey, 1993).  Finally, the psychosocial perspective emphasizes excessive 
life stresses causing negative effects on an individual’s mental health (Wong et al.,2004).  
People holding different health beliefs may employ varying help-seeking behaviors and 
take different coping strategies.  Generally speaking, Taiwanese help-seeking includes 
using traditional herbal medicine, worshipping the god of the temple, and consulting a 
dang-gi or fortune-teller, to name a few (Huang, Yen, Liu, & Lin, 2008).  
To date, many Taiwanese people are still inclined to attribute mental illness to 
supernatural causality (Huang, Yen, et al., 2008), which is consistent with the religious 
and cosmological perspective.  According to recent Taiwanese surveys, over 40% of 
patients and their relatives believe that schizophrenia has its origin in supernatural causes 
instead of biological factors (Huang, Sun, Yen, & Fu, 2008; Yang, Hsieh, We, Yeh, & 
Chen, 1999).  Studies have shown that people adopting supernatural beliefs tend to 
de-emphasize their responsibility for causing mental illness and feel less stigmatized than 
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those who do not (Wong et al., 2004).  Influenced and shaped by traditional Chinese 
culture, Taiwanese people often hold a pragmatic and functional orientation toward 
help-seeking about mental illness.  In other words, they are more willing to adopt any 
kind of help-seeking approaches as long as they work (K. M. Lin, 1981).  
Studies have shown that people holding a supernatural causality belief are also 
more likely to be reluctant to encourage patients to go to the hospital and tend to have 
multiple and mixed health-seeking approaches, including Chinese medicine and 
alternative therapies (Huang, Yen, et al., 2008; Yang et al., 1999).  On the contrary, 
caregivers with biological cognition of mental illness are much more likely to convince 
the patient to accept a community rehabilitation program, and are less likely to seek 
long-term institutionalization for the patients (Yang et al., 1999).  The reasons people 
turn to the alternative therapies are related to the stigma of mental illness and different 
levels of knowledge on illness (Huang, Yen, et al., 2008).  
To sum up, traditional Chinese culture, particularly Confucianism and Taoism, not 
only has a significant impact on Taiwanese people’s psychological state, but also on their 
choice of various help-seeking behaviors when their family members are suffering from a 
mental health problem.  Especially, maintaining an interpersonal harmony (having a 
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good guanxi with others) is a core element for an individual’s well-being and mental 
health, within the Taiwanese cultural and social context.  Moreover, it may also help an 
individual to have more opportunities in accessing and using social resources when 
needed.  The more that accessible social resources are embedded within one’s social 
networks, the higher the level of social capital he or she has.  Thus, the levels of social 
capital can be seen as an important factor in an individual’s mental heath outcome.  
Cultural stigma.  Cultural stigmatizing attitudes toward mental illness are 
probably rampant in the community worldwide (Gureje, 2008; Hsiao et al., 2006; Huang, 
Sun, et al., 2008).  A comparison of Australian and Japanese studies suggests that stigma 
toward mental illness was common in both countries; however, negative attitudes were 
greater among Japanese than Australian people (Griffiths et al., 2006).  Traditionally, the 
thoughts of Asian people are more collective and conservative than Western people; 
hence, it is not surprising that Japanese held greater negative attitudes toward mental 
illness.  Mental illness is often regarded as a shameful label for Chinese persons with 
mental illness and their families (K. Yip, 2005).  In Taiwan, people with mental illness 
are usually seen as an unspoken shame or a secret of their families and carry the stigma 
of crazy, insane, and dangerous (Song, Chang, Shih, Lin, & Yang, 2005).  These 
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stigmatizing attitudes toward mental illness may prevent persons with mental health 
problems from seeking or receiving professional treatment, which may contribute to the 
low prevalence rate of mental illness in Taiwan. 
It is not uncommon for Taiwanese communities and neighbors to show empathy 
toward an individual who has suffered a mental health problem, but they also would have 
attributed the cause for mental illness to the family’s responsibility or some misconduct 
(K. M. Lin, 1981).  For instance, Song et al. (2005) conducted a national survey with a 
total of 1,203 participants to investigate the attitudes of the Taiwanese public toward the 
mentally ill.  The results suggest that, compared to private individuals or communities, 
the general public tended to hold relatively higher levels of benevolence, tolerance on 
rehabilitation in the community, and non-social restrictiveness.  They also tended to 
hold relatively less positive attitudes on non-authoritarianism and normalization.  In this 
regard, the Taiwanese family probably shoulders more of the burden of stigma of mental 
illness than the individual.  This is because the family is the most important unit in 
Chinese society and is regarded as responsible for the individual’s’ behavior and 
well-being, including erratic and abnormal behavior (K. M. Lin, 1981).  Bearing this 
sense of guilt and shame, it is possible that families with mentally ill members deny the 
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existence of mental illness or disguise the problem under a more socially acceptable label 
due to the shame and fear of “losing face” (K. M. Lin, 1981).  
Cultural stigma is a mechanism of social exclusion in society that may prevent 
persons with mental illness from participating in various social activities in certain ways, 
including marriage, professional psychiatric services, and/or employment, to name a few 
(Huang, Sun, et al., 2008).  Although Taiwanese people tend to show empathy and 
benevolence toward the mentally ill, this does not necessarily guarantee the acceptance of 
rehabilitation in the community or treatment of the mentally ill as normal persons (Song 
et al., 2005).  To date, many Taiwanese believe that psychiatric patients will hurt and 
threaten others, and they are not willing to marry into a family with a person who has 
mental illness (L. F. Li, 2007).  Furthermore, the family stigma may become an obstacle 
for persons with mental illness in accessing psychiatric services.  A Taiwanese study 
showed that only half of persons with mental illness had sought psychiatric help first after 
getting sick; others may have used traditional herbal medicine, worshiped the god of the 
temple, or gone to a fortune-teller (Huang, Sun, et al., 2008).  Unfortunately, a Hong 
Kong study showed that the duration of a delay in seeking professional help could be as 
long as 2 years for people with mental illness (Wong et al., 2004). 
 30 
Cultural stigma and negative attitudes may also result in the deprivation of 
employment opportunities among persons with mental illness.  As the aforementioned 
shows, the employment rate among persons with mental illness was only 8.3% in Taiwan.  
Without a job, persons with mental illness have more difficulty participating in social 
activities and accessing social resources than do the general public.  Because of the 
stigma of shame, persons with mental illness and their families may be disempowered 
and fail to form an effective group to fight for their rights (Huang, Yen, et al., 2008), 
which is another negative factor for them in regard to accessing useful social resources.  
In short, cultural stigma and negative attitudes toward mental illness are still 
prevalent in Taiwanese society, which may impede the ability of those with mental illness 
to seek professional psychiatric help when needed.  Furthermore, stigmatizing attitudes 
may also exclude persons with mental illness socially, through the deprivation of various 
opportunities, such as participation in community activities, the ability to make friends, 
and employment, which may lead to delimitating capacities and very limited social 
resources for such persons.  A lack of access to and use of crucial social resources may 
weaken the level of social capital of persons with mental illness and their families, which 
may impede their chances of recovery from illness.  A very important omission visible 
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in the aforementioned analysis is the lack of emphasis on research regarding the 
association between access to social resources and mental illness, and that is the gap this 
study intends to fill. 
Caregiving responsibility of mental illness in Taiwan.  In tracing the history of 
Taiwan’s mental health development, it is obvious that the major caregiving 
responsibilities of the mentally ill often fall on their families and the community (Huang, 
Sun, et al., 2008).  According to a report of the Department of Health (DOH) in Taiwan 
(2006), about 80% of persons with mental illness are living with their families in the 
community.  In other words, informal social support and one’s personal network, 
particularly family and relatives, are the main caregiving resources for the mentally ill, 
whereas the government plays only a limited role in caregiving of the mentally ill.   
Studies have shown that families who have members with mental illness usually 
carry a huge caregiving burden, physically, psychologically, and socially (P. Chen et al., 
2004; Chiu, Wei, & Lee, 2006; Huang, Sun, et al., 2008; Song, 1998).  Myers (2003) 
summarized existing studies and suggested that the consequences of caregiving include 
financial, health, and emotional costs.  From a financial view, caregivers are likely to 
give up outside employment and increase expenditures for services.  Physically, 
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caregivers report experiencing more chronic illness and provide self-ratings of health as 
poor.  They also have a higher risk for mortality, compared to non-caregivers.  In 
regard to mental health, the impact of caregiving includes increased distress, depression, 
demoralization, and anxiety.  Ip and Mackenzie (1998) also found that mental illness 
tends to cause negative psychosocial effects on caregivers, including disruption of their 
social life, disruption of family functioning, financial burden, sickness, and self-perceived 
stigmatization.  Moreover, some caregivers would attribute their relative’s illness to 
their own failure, and thus felt guilt and shame (Chiu et al., 2006).  
Studies have shown that socioeconomic factors play a role in the mental health of 
caregivers who live with a family member with mental illness (Chiu et al., 2006; Huang, 
Sun, et al., 2008; K. S. Yip, 2005).  In effect, Taiwanese caregivers tended to have lower 
social status, including low level of education and poor economic condition, which may 
lead to delay in seeking psychiatric treatment (Huang, Sun, et al., 2008; Huang, Yen, et al. 
2008).  Caregivers with higher education levels had more knowledge to identify their 
needs and were better able to access sources of information about how to cope with their 
distressing situations compared to those with lower levels of education (Huang, Sun, et 
al., 2008).  In Song and Singer’s study (2006), caregivers who were older, unmarried, 
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and experiencing high life stress suffered from more depressive symptoms than the 
general public. 
Because families and caregivers shoulder such heavy caregiving responsibilities 
in the community, adequate social resources and community services are important to 
persons with mental illness and their families (Chen et al., 2004; Huang, Sun, et al., 2008; 
Huang, Yen, et al., 2008; Song & Singer, 2006).  Song and Singer (2006) suggested that 
by enhancing personal and social resources, people may feel less stressed when negative 
life events occur.  Evidence shows that community services, such as psycho-education 
programs or social network interventions (e.g., support groups, mutual help groups, and 
volunteer groups) can help people with mental illness expand social networks and 
increase social activities and friendships (Chen et al., 2004; Huang, Yen, et al., 2008).  
Unfortunately, current studies have shown that persons with mental illness often suffered 
rejection in the community, and many of their families did not get the services they 
needed, such as information, rehabilitation centers, emotional and professional supports 
(Chiu et al., 2006; Huang, Yen, et al., 2008; Ip & Mackenzie, 1998).  
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Social Relations and Community-Based  
Mental Health Rehabilitation 
The simple presence of community-based services is insufficient to ensure the 
community integration of the mentally ill (Sullivan, 1992).  Social structure, social 
relations, and cultural norms usually constrain people’s choices, interactions, and actions 
to some degree (N. Lin, 2001).  From a critical perspective of social work, the link 
between an individual and the active social interaction involving that individual cannot be 
separated (Tew, 2004a).  It is impossible to speak meaningfully of the individual without 
addressing the context of social factors and real social relations (Pozzuto, Angell, & 
Dezendorf, 2004).  In brief, it is essential to take social relations and social networks 
into account in mental health policy and practice--particularly community-based mental 
health rehabilitation, which stresses the importance of social and community forces.  
Unlike the medical model, which focuses on individual biological or genetic 
defiance, community-based rehabilitation, a social perspective, emphasizes the impact of 
social and environmental factors on individuals and their families (Beresford, 2004).  By 
adopting this perspective, a disability is considered a product of person-environment 
interactions; thus, the aim of recovery is no longer to minimize dysfunction but to 
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maximize community and social inclusion (Davidson, O’Connell, Tondora, Lawless, & 
Evans, 2005).  In this regard, the process of recovery from mental illness connects with 
power relations (Tew, 2004b).  Here, power relations involve both a social relation 
between people as well as the chance for people to access or be denied access to specific 
forms of social relations and social resources (Tew, 2004b), which is consistent with the 
concept of social capital. 
Evidence suggests that social factors, such as gender, age, education, and 
socioeconomic status as well as life events, are associated with mental illness in Taiwan 
(Chien et al., 2004; S. I. Liu et al., 2002).  S. I. Liu et al. (2002) found that common 
mental disorders were related to female unemployment in their study.  Moreover, 
psychiatric morbidity was associated with excess life events and self-reported disability.  
Chien et al. (2004) had similar findings and suggested that being female and of lower 
socioeconomic status had significantly higher prevalence rates of any psychiatric disorder, 
in line with other Western studies (Poortinga, 2006; Ziersch, Baum, MacDougall, & 
Putland, 2005).  The prevalence rate of any psychiatric disorder increased significantly 
with age as well. 
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These social factors and health inequalities were found to have an association 
with social capital as well (Webber, 2004).  In a study of the association between social 
capital and mental health outcomes, Scheffler, Brown, and Rice (2007) found that there 
was a negative association between structural social capital and psychological distress 
among individuals whose family income is less than the median, even after controlling 
for non-time-varying area-level omitted variables (including basic weather patterns, 
culture, local governmental policies, physical layout, and housing patterns).  Studies 
have shown that wives are more reliant on their husbands for access to social resources, 
and the loss of these resources could generate more of a negative impact on women.  
Hence, social factors, such as gender and socioeconomic status, are related to social 
capital, which may in turn have an effect on an individual’s mental health outcome.   
Although social capital is considered an important factor for an individual’s well-being, 
research regarding how social capital impacts mental health and through what kind of 
mechanism is still in its infancy.  
Social Capital 
Although the biomedical model has dominated the mental health field over 
decades, it still fails to provide a satisfactory answer for patients, their families, friends, 
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and communities as to how to recover from mental illness (Tew, 2004a).  In contrast, 
stressing the importance of socioeconomic variables, such as unemployment, social 
relations, and stigmatizing attitudes, on an individual’s mental health outcome, social 
perspectives provide alternatives to addressing the issues of recovery (Tew, 2004a).  
Among such perspectives, theories relevant to social relations and network elements in 
the mental health area have provoked abundant research for the past decades (Veenstra, 
2007), such as systems and ecological perspectives (Payne, 2005) as well as social 
network theory and social capital theory (McKenzie & Harpham, 2006), to name a few.  
This section introduces theories of social relations and employs the theory of social 
capital as the theory base in this study.  
It is well-known that social relations and networks have powerful effects on 
individuals’ well-being (Becker, et al., 1998; Kay & Johnston, 2007).  There are at least 
three mechanisms through which social relations and networks may impact health (Hick, 
2004; Webber & Huxley, 2007): the influence on behaviors (direct effect model), the 
well-being effects of social support (stress buffering model), and the provision of 
resources and advantages (social capital model).  The direct effect model suggests that 
involvement in social relations and networks can directly influence mental health, 
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irrespective of level of stress.  The stress buffering model considers social support a 
buffer against psychological distress caused by stressful life events.  This model is 
widely supported by current literature on social support in relation to mental health 
(Becker, et al., 1998; Green et al., 2002; Perese & Wolf, 2005).  In contrast, the effect of 
access to social resources embedded within social networks, in terms of social capital, 
has rarely been studied in relation to mental health.  The main advantage of community 
mental health is that it enables care to take place in patients’ daily lives, thus maximizing 
the potential for their existing social networks to become involved in the process of 
rehabilitation (Green et al., 2002).  In this regard, social capital provides an alternative 
pathway to understanding the role of access to social resources in recovery from mental 
illness. 
For this study, social capital theory is employed as a theoretical framework.  
This section begins with the definition of social capital.  This is followed by a 
discussion of Lin’s social capital theory to demonstrate the association between social 
capital and mental health.  Finally, this section discusses whether the construct of social 
capital works within the mental health arena in the Taiwanese context.  
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Definition of Social Capital 
The idea of capital is often applied in economics and sociology disciplines, 
particularly from the perspectives of the Marxian view of capital, human capital, and 
cultural capital.  More recently, the study of social capital has captured the imagination 
of researchers, which provides another way of conceptualizing the social world 
(McKenzie & Harpham, 2006).  To understand the concept of social capital, it is 
necessary to clarify the meaning of the term capital which was originally derived from 
Marx’s idea.  N. Lin (2001) defined capital as an “investment of resources with expected 
returns in the marketplace” (p. 3), indicating that capital is seen as resources which can 
be mobilized purposely to make profits for the agent.  On the one hand, like other forms 
and contexts of capital, social capital can be considered as capital because it serves as a 
valuable resource for the accomplishment of goals.  Similarly, it also can be regarded as 
“social” because it is embedded within social relationships and social structure (Kay & 
Johnston, 2007).  In other words, it is crucial to take the elements of social relations and 
social structure into account when trying to employ social capital in the mental health 
field.  
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The property of social capital is an arguable issue among different scholars.  Due 
to different theory bases and concerns, the definition of social capital has varied. Some 
researchers consider social capital as individual, whereas others regard it as ecological 
(Field, 2003; Portes, 1998).  Bourdieu, a French sociologist, defines social capital as the 
aggregate of resources, actual or potential, that are related to possession of enduing social 
networks more or less institutionalized relationships of mutual acquaintance or 
recognition (Bourdieu, 1986).  The influence of Bourdieu in the development of the 
construct of social capital tends to be underestimated, because of its heavy abstraction, 
which is rooted in French social theory (Webber, 2004).    Portes (1998) broke down 
Bourdieu’s definition of social capital into two components: “(a) It is the social 
relationship itself that allows individuals to claim access to resources within their social 
networks; and (b) it involves the amount and quality of those resources” (pp. 3-4).  
Accordingly, Bourdieu treated the concept of social capital as instrumental, which may 
benefit an individual by virtue of participation in groups and deliberate construction of 
sociability (Portes, 1998).  As such, social capital is seen as a form of power relations 
wherein the powerful can remain powerful through the connection with other powerful 
people (Webber, 2004) and can be seen as a property of individuals.  
 41 
In contrast, other scholars, such as Coleman and Putnam, considered social capital 
a property of groups and communities.  Coleman, an American sociologist, regarded 
social capital as the set of resources that exist in family relations and in community social 
organizations; thus, social capital inheres in the structure of social relations between 
individuals and among individuals (Coleman, 1988; Field, 2003).  Here, social capital 
constitutes useful capital resources for actors through processes, such as building upon 
obligations, expectations, trustworthiness, setting norms, and creating channels for 
information (Coleman, 1988; Webber, 2004).  Unlike Bourdieu who believed that only 
people who hold power can gain benefits from social capital, Coleman extended the 
scope of social capital to include the social relations of non-elite groups (Webber, 2004).  
Putnam, an influential American political scholar and philosopher, also adapted a 
communitarian perspective and measures social capital at an aggregated level. Putnam 
stated social capital as “the features of social life-networks, norms and trust that enable 
participants to act together more effectively to pursue shared objectives” (Putnam, 1996).  
The characteristics of social capital include (a) “social networks and density, including 
personal networks and community networks; (b) civic engagement; (c) local civic 
identity; (d) reciprocity and norms of cooperation; and (e) trust in the community” 
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(Mckenzie & Harpham, 2006, p. 14).  Accordingly, the benefits of Putnam’s idea of 
social capital are hypothesized to have an impact on everyone equally within a particular 
community or group, regardless of differences in individual behavior or values (Webber, 
2004).  
In his review of the varying definitions of social capital, Webber (2004) suggested 
that the components of social capital include “trust, social norms, and reciprocity, as well 
as features of structures and networks and the resources embedded within them” (p. 90).  
In this regard, the concept of social capital goes beyond the perspectives of social 
networks and social support, because it involves trust, norms, and civic engagement, 
which are not merely related to social networks.  
It is clear from the preceding analysis that the definition of social capital is varied, 
and no conceptual consensus has been reached.  N. Lin (2001) viewed social capital as 
an “investment in social relations by individuals through which they gain access to 
embedded resources to enhance expected returns of instrumental or expressive actions” 
(p. 19).  What significantly differentiates N. Lin’s definition from that of other scholars, 
such as Coleman and Putnam, is that in N. Lin’s definition, social capital is considered a 
relational asset that “must be distinguished from collective assets and goods, such as 
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culture, norms, trust, and so on” (N. Lin, 2001, p. 27).  Thus, N. Lin simplifies 
successfully the conceptualization and measure of social capital by focusing on its root in 
individual interactions and networking within social and cultural structures and relations.  
Social relationships are vital for social networks and the benefits of reciprocity, 
but they must be placed in context where culture (e.g., social norms, including the sense 
of collectiveness) is determined.  Therefore, the definition of social capital in this study 
is based on N. Lin’s work on social capital theory. 
The Development Model of Social Capital Theory 
To date, research on social capital is insufficient and still lacks a single unified or 
generally accepted theory (Yamaoka, 2008).  As noted in the preceding section, N. Lin 
(2001) proposes a theory of social capital to show the assumptions and propositions of 
the concept and to explain how social capital can be mobilized for gain.  Although most 
of Lin’s theoretical hypotheses remain untested, his theory can still provide a better 
understanding of how social capital may become valued resources within social relations, 
which in turn benefit individual actors.  
N. Lin’s (2001) theory is framed in a set of postulates about society--the structural 
postulate, the interaction postulate, the network postulate, and the action 
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postulates—which are, in turn, characterized as the structure position, the network 
location, and the purpose of action (see Figure 1).  These three hypothesized constructs 
contribute to the level of social capital that an individual may possess to gain returns.  
 
 
 
 
 
 
 
Figure 1. Model of social capital theory. Adapted from “Model of the Social Capital 
Theory,” by N. Lin, 2001, Social Capital: A Theory of Social Structure and Action. New 
York: Cambridge University Press, p. 76. 
 
Firstly, the structural position involves the social structure, which comprises a set 
of positions that are rank-ordered according to certain normatively valued resources.  
These valued resources are embedded within social structures in which positions, 
authority, rules, and agents can form pyramidal hierarchies (N. Lin, 2001).  The higher 
the position one holds in the social hierarchy, the greater the concentration of valued 
Structural Position 
(pyramidal hierarchy) 
 
Network Location social capital return 
(ties strength and bridging) (upper reachability, heterogeneity, (economical, 
 and extensity of embedded resources) political and 
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resources to which he or she can gain access and make use of, and vise versa.  For 
example, in Taiwan, persons with mental illness and their families tend to have lower 
socioeconomic status, and some of them are in a relatively lower position in the social 
hierarchy, indicating that they have fewer opportunities to access and use specific 
resources embedded in the social structure.  
Secondly, the network location involves what kind of resources can be obtained 
through interacting and networking (Becker, et al., 1998; Tijhuis, Flap, Foets, & 
Groenewegen, 1995).  In social networks, an individual in one node of a network may 
have potential access to other nodes in the social network, directly or indirectly (N. Lin, 
2001), which may offer possible resources for that person when needed.  In this regard, 
valued resources embedded in the social network may become an actor’s social capital. In 
general, interactions among people are often based on the “homophilous” principle (a 
term coined by N. Lin, 2001), which means people are more likely to interact among 
individuals at similar hierarchical levels or within similar backgrounds or lifestyles (N. 
Lin).  So, the more social interactions people have, the more likely they share 
sentiments, and the more opportunities they have for participating in social activities.  
For instance, a person with mental illness who is more willing to engage in a support 
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group and interact with other peers actively may have a stronger social network and more 
social interaction.  By interacting and networking, he or she may obtain more 
information about recovery or social support when needed. 
Finally, there are two primary driving forces that contribute to people’s actions: 
maintaining valued social resources and obtaining valued resources (N. Lin, 2001).  N. 
Lin characterized the former as expressive actions and the latter as instrumental actions.  
Expressive actions are based on interactions in accordance with “the principle of 
homophilous expectations” (N. Lin, 2001, p. 58).  Thus, people who take an expressive 
action look for others with similar resources to share, and interact so that the expected 
return and understanding can be gained.  For instance, in Taiwan, caregivers with 
mentally ill family members tend to ask help from their relatives and friends rather than 
seeking professional help.  
In contrast, the purpose of instrumental actions is to gain additional valued 
resources, thus effective actions are more likely to be taken toward others who have 
dissimilar hierarchical levels or resources, which is consistent with what N. Lin (2001) 
termed, the “heterophilous” principle.  For example, if a person with mental illness 
wants to obtain a job, he or she may need to access and counsel others who work in a 
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vocational training center.  Hence, there may be a potential mismatch between 
extraordinary effort and expected return (N. Lin, 2001). 
N. Lin (2001) noted three types of resources of social ties accessed as outcomes 
of social capital: economical assets (e.g., wealth), political assets (e.g., power), and social 
assets (e.g., reputation).  Furthermore, he suggested seven theoretical propositions to 
explicate his theory:  
1. “The success of action is positively associated with social capital” (p. 75). 
2. “The better the position of origin, the more likely the actor will access and use 
better social capital” (p. 64).  For example, a person with a higher level of 
education or occupation tends to have better social capital. 
3. “The stronger the tie, the more likely that the social capital accessed will 
positively affects the success of expressive action” (p. 65). 
4. “The weaker the tie, the more likely ego will have access to better social 
capital (at least in terms of resource heterogeneity and upper reachability)” (p. 
69). 
5. “The closer individuals are to a bridge in a network, the better the social capital 
they access for instrumental action” (p. 69).  Here, bridges allow an individual 
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in one group to have access to resources embedded in other groups that they 
otherwise could not access.  
6. “The strength of a location (in proximity to a bridge), for instrumental action, 
is contingent on the resource differential across the bridge” (p. 71).  People 
tend to access better social capital through occupying a location closer to a 
bridge that links them to others in relatively higher social positions. 
7. “The networking (tie and location) effects are constrained by the hierarchical 
structure for actors located near or at the top and bottom of the hierarchy” (p. 
76).  In general, an individual in the middle social position will take the most 
advantages of both upper reaches and chances to accomplish his/her success. 
To sum up, the level of social capital one can hold depends on at least three 
factors: the social structure position, the network location, and the purpose of action.  
These three factors interact mutually and complicate the construct of social capital.  For 
example, the fact that an individual has a high level of education or socioeconomic status 
does not necessarily mean he or she has better social capital if he or she fails to connect 
effective networks or lacks motivation to access these networks.  Although the 
assumptions of N. Lin’s (2001) social capital theory are not well-tested, as mentioned 
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earlier, it offers a reasonable explanation as to why most persons with mental illness, who 
are often in relatively vulnerable positions, have a hard time accessing and using social 
resources.  Moreover, N. Lin’s social capital theory may provide an alternative 
perspective on assisting persons with mental illness in recovery, through 
social-capital-based mental health interventions. 
Types of Social Capital 
Although some scholars consider the property of social capital as contextual, 
others regard it as individual. Studies have shown that social capital is multidimensional 
(McKenzie & Harpham, 2006; Mitchell & Bossert, 2007).  In this regard, measures of 
social capital could be at both individual and ecological levels (Kay & Johnston, 2007).  
In addition to the level of social capital, this concept consists of at least two dimensions: 
structural/cognitive and bonding/bridging (McKenzie & Harpham, 2006; Yamaoka, 
2008).   
Structural versus cognitive social capital.  Structural social capital is 
characterized by behavioral aspects of network connections, including the relationships, 
networks, associations, and institutional structures that link individuals and groups 
together (McKenzie & Harpham, 2006; Whitley & McKenzie, 2005; Yamaoka, 2008).  
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The measurement of structural social capital is often linked to network density 
(McKenzie & Harpham, 2006).  For example, membership in a sport club or an 
organization can be seen as an individual’s structural social capital.  In comparison, 
cognitive social capital reflects attitudes, consisting of values, norms, reciprocity, 
altruism, and civic responsibility (McKenzie & Harpham, 2006; Whitley & McKenzie, 
2005; Yamaoka, 2008).  The measurement of cognitive social capital is relevant to the 
level of trust or a sense of belonging in a community or organization (McKenzie & 
Harpham, 2006).  For instance, the level of a sense of belonging of a person with mental 
illness to his or her community can be considered a form of cognitive social capital.  
Discrepancies regarding the property of structural and cognitive social capital still 
exist among scholars.  Some researchers have considered both structural and cognitive 
social capital as properties that are ecological rather than individual in nature, and have 
suggested that they can only be measured at the community level (Whitley & McKenzie, 
2005).  However, some have argued that these types of social capital can be measured at 
both individual and community levels (Almedom, 2005; Yamaoka, 2008).  Although 
ambiguities involving conceptualizations and measurement still remain in the construct of 
social capital, a large number of studies have shown that social capital is 
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multidimensional (Whitley & McKenzie, 2005).  Therefore, this study takes a 
comprehensive approach and regards social capital as both individual and ecological.  
Bonding versus bridging social capital.  Another dimension of social capital 
consists of bonding and bridging (a form of strong ties).  Bonding is seen as 
inward-focused, which concerns homogeneity, strong norms, loyalty, and exclusivity, 
such as people in one’s own community or with a similar social identity (De Silva, et al., 
2005; McKenzie & Harpham, 2006; Whitley & McKenzie, 2005).  Here, the ties 
between people are stronger and closer.  Bonding social capital is not necessarily 
positive (McKenzie & Harpham, 2006) and sometimes may have negative effects on 
society, such as crime or gang groups.  
In contrast, bridging social capital is regarded as outward-oriented, which often 
refers to different groups in society, such as people outside one’s community or with a 
different social background (De Silva et al, 2005; McKenzie & Harpham, 2006; Whitley 
& McKenzie, 2005).  In this context, the ties between people are weaker and more 
fragile (McKenzie & Harpham, 2006).  The effect of bridging social capital is often 
considered a positive thing (Almedom, 2005; N. Lin, 2001; McKenzie & Harpham, 
2006). 
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Almedom (2005) synthesized the existing types of social capital and proposed a 
matrix, thereby providing an alternative perspective to understanding the composition of 
social capital, as shown in Table 3.  In his matrix, he suggested that social capital can be 
divided into two types: bonding and bridging.   Each of these two types encompasses 
two components: structural and cognitive operating at the micro (individual or family) 
and/or the macro (i.e., community, neighborhoods) levels.  
 
Table 3 
Social Capital: Types, Components and Levels 
Type (direction) Component  Level 
Bonding (horizontal) Structural (social networks)  
 
Micro (individual, 
family/household) 
Cognitive (social control 
efficacy, shared values, 
mutual trust, and norms of 
reciprocity) 
Bridging (horizontal): between 
different communities and 
voluntary groups; and vertical: 
between such groups and 
statutory as well as 
non-statutory organizations with 
power to make decisions on the 
distribution and allocation of 
public goods and services 
Structural (access to public 
goods and services, 
amenities) 
 
 
Macro (statutory, 
and/or voluntary 
organization-local, 
national, 
international). 
Cognitive (participation, 
sense of belonging, 
decision-making capacity) 
Note.  Adapted from “Social Capital and Mental Health: An Interdisciplinary Review of Primary 
Evidence,” by A. M. Almedom, 2005, Social Science and Medicine, 61, p. 945. 
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N. Lin (2001) suggested that “the requirement of network density or closure for 
the utility of social capital is not necessary or realistic” (p. 27).  In general, for 
preserving or maintaining resources (i.e., expressive actions, such as emotional support), 
bonding social capital may have a relative advantage, whereas for searching for and 
obtaining resources (i.e., instrumental actions, such as looking for a job), bridging may be 
more helpful (N. Lin, 2001).  In this regard, bonding social capital can help people to 
“get by,” whereas bridging social capital can facilitate people to “get ahead” (Almedom, 
2005).   
Social Capital and Mental Health 
The dynamics of people’s mental health may be connected with a range of 
personal, social, and economic relationships, therefore, exploring the mechanisms of 
these relationships provides a better understanding of people’s well-being (Tew, 2004b). 
The construct of social capital provides an alternative discourse on how 
community-based mental health can help individuals recover from illness. Over the past 
few decades, this has been a growing area of study in the mental health field across 
countries (Becker, et al., 1998; Green et al., 2002; McKenzie & Harpham, 2006; Webber 
& Huxley, 2007), although not all are convinced of its effects on mental health. For the 
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purpose of exploring the association between social capital and mental health, this section 
starts with issues regarding mechanisms of social capital within the mental health field. 
This is followed by a demonstration of the association among recovery, power relations, 
and social capital, and the existing literature on social capital in relation to mental health. 
Finally, from a cultural lens, this section demonstrates whether social capital works in the 
Taiwanese context. 
Social capital and mental illness: A plausible mechanism.  To date, only a few 
studies addressing mental illness issues have used the construct of social capital.  
Theoretically and empirically, the works of McKenzie et al. (2002) have played a very 
influential role in the study of social capital in relation to mental health, as documented 
earlier.  To understand the link between social capital and mental health more clearly 
and specifically, this section briefly introduces one of McKenzie & Harpham’s (2006) 
plausible mechanisms to demonstrate conceptually how social capital may have an effect 
on mental illness (see Figure 2.2).  
In McKenzie and Harpham’s (2006) model, social capital is considered a 
structural factor rather than an outcome.  It is well known that both individual and 
ecological risk factors may contribute to the rates of mental illness.  McKenzie and 
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Harpham assumed that social capital has an impact on individuals, communities, and 
governmental policies.  In Figure 2, the right-hand side suggests the impact of social 
capital on governance, whereas the left-hand side demonstrates its impact on individuals 
and communities, respectively.  The central spine shows “the move from vulnerability to 
becoming ill or preclinical symptoms to the development of illness, and that illness 
becoming chronic or prevalent” (McKenzie & Harpham, 2006, p. 36).  In this regard, 
social capital has an influence on the vulnerability of individuals and the progression 
towards mental illness as well (McKenzie & Harpham, 2006).  In this model (Figure 
2.2), social capital has an indirect impact on mental illness rather than a direct one 
through other complex mechanisms.  It is important to mention that this primary model 
is still at a conceptual stage and has not yet been well tested.  Nevertheless, it provides 
readers a useful mechanism for making sense of how social capital may impact mental 
illness. 
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Figure 2. Composite mechanism linking individual, community, and vertical impacts on 
individual pathway balance to mental illness.  Adapted from Social Capital and Mental 
Health by K. McKenzie & T. Harpham (Eds.), 2006, Philadephia: Jessica Kingsley, p. 36. 
 
Recovery, power relations, and social capital.  The process of recovery from 
mental illness is connected to issues of power, such as self-determination, empowerment, 
partnership, person involvement, and social inclusion (Tew, 2004b).  It involves two 
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conditions: internal and external changes.  Internal change refers to the attitudes, 
experiences, and processes of change of individuals who are recovering, whereas external 
change involves the circumstances, events, policies, and practices that facilitate recovery 
(Jacobson & Greenley, 2001).  Through these changes, persons with mental illness are 
expected to reclaim a place in the social, cultural, family and/or economic systems from 
which they have been excluded (Tew, 2004b).  Without addressing issues of power 
relations, the process of recovery of persons with mental illness cannot be successful.  
Tew (2004b) proposed the framework for a power relations matrix that may help 
to clarify how individuals can recover from illness through cooperative and equal power 
relations (see Table 2.4).  The following two criteria are employed in this matrix to 
determine four modes of power relations: (a) Is it limiting of opportunity, or is it 
productive of new opportunity? (b) Is it a vertical operation of power over, or is it an 
operation of power together?  Accordingly, protective and cooperative powers are 
positive forms of power that may facilitate individuals in recovery from illness, whereas 
oppressive and collusive powers are negative ones that may impede individuals’ recovery 
process.  
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Table 4 
Matrix of Power Relations 
 Power over Power together 
Productive modes 
of power 
Protective power- deploying 
power in order to safeguard 
vulnerable people and their 
possibilities for advancement 
Cooperative power- collective 
action, sharing mutual support 
and challenge, through valuing 
commonality and difference 
Limiting modes 
of power 
Oppressive power- exploiting 
differences to enhance own 
position and resources at the 
expense of others 
Collusive power-  
banding together to exclude or 
suppress otherness whether 
internal or external 
Note.  Cited in “Power Relations, Social Order and Mental Distress,” by J. Tew, 2004b. In J. Tew (Ed.), 
Social Perspectives in Mental Health: Developing Social Models to Understand and Work With 
MentalDistress, p. 74. Philadelphia: Jessica Kingsley. 
 
The construct of social capital involves how individuals invest in social relations 
and how they capture the embedded resources in such relations to obtain a return (N. Lin, 
2001), which is consistent with the issues of power relations.  For instance, through 
restructuring protective and/or cooperative power relations, persons with mental illness 
may have more opportunities and abilities to access and use social resources in terms of 
social capital.  If constrained by oppressive and/or collusive power relations, they may 
have fewer opportunities to access social capital.  
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Through access to and use of social capital, persons with mental illness may have 
a better mental health outcome.  Studies have shown that the availability of resources 
appears to reduce stress and the severity of mental illness, and has a positive impact on 
mental health (Granfield & Cloud, 2001; Webber, 2004).  In short, the association 
among power relations, social capital, and recovery is a dynamic and reciprocal process.  
The more productive, positive, and cooperative power relations individuals have, the 
better social capital they can access and utilize.  Through access to more social 
resources and better social capital, persons with mental illness are more likely to recover 
from illness and achieve social inclusion.  By doing so, they have more strengths and 
power to maintain and/or strengthen cooperative power relations, which in turn lead to 
better social capital (see Figure 3).  
 
 
 
 
 
 
 
 
 
 
Figure 3. The association among power relations, social capital, and recovery. 
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The Evidence 
Although studies of social capital in the mental health field are relatively fewer 
than that in the disciplines of education or politics, there is increasing research that 
explores the associations between social capital and mental illness (W. W. Yip et al., 
2008).  Presently, due to the varying conceptualizations and methodologies of social 
capital, and the diverse study populations, the results of social capital in relation to 
mental illness varied across existing studies.  Most existing studies on social capital in 
relation to mental health are based upon the work of Putnam (Webber & Huxley, 2007), 
in which aspects of social capital are often measured as cognitive and structural (e.g., 
values, norms, networking, and civic participation). Recently, some researchers have 
started to adopt either Bourdieu or N. Lin’s construct of social capital, which stresses the 
importance of access to social resources.  
Overall, studies have shown that community-level social capital was rarely found 
to have a significant association with mental health, whereas at the individual level, this 
association is often found to be significant (Almedom, 2005; De Silva et al., 2005; De 
Silva et al, 2007; Whitley & McKenzie, 2005).  This section attempts to provide readers 
with a comprehensive understanding of the association between social capital and mental 
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health by presenting a review of studies that measure social capital within the mental 
health domain at the community and individual levels, respectively.  
Measuring social capital at the community level.  Almedom (2005) reviewed 
12 quantitative articles from electronic databases during the years 1966 to 2003, using 
key words, such as social capital and mental health, social capital and psychosocial, 
social capital and depression.  For the purpose of analysis, these articles were grouped 
into four categories: (a) social capital, mental health, and social behavior of children and 
adolescents; (b) social capital and adult emotional/mental health; (c) social capital, senior 
citizens’ mental health, and emotional well-being; and (d) social capital and mental health 
service provision.  Consistent with previous findings, Almedom found that the 
conceptualizations of social capital and mental health vary across studies because of the 
compound and complicated nature of the concepts.  
In addition, the significance of access to and use of varying types, components, 
and levels of social capital is inconsistent across the life course. Almedom (2005) argued 
that measuring individual access to rather than possession of social capital is the most 
meaningful assessment of social capital.  As a property of communities, this is 
consistent with N. Lin’s (2001) concept of social capital.  Overall, the literature review 
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suggests that building and strengthening the bonding and bridging aspects of social 
capital is beneficial to individuals’ mental health.  Specifically, community-level social 
capital, such as social cohesion and informal social control, has a positive effect on 
cognitive and emotional development of children and adolescents, as well as senior 
citizens.  Furthermore, residential social capital may be more important to families with 
young children and to the elderly than to relatively young families without dependants.  
 
Similarly, Whitley and McKenzie (2005) examined the association between social 
capital and mental health and divided their review into two parts: social capital and 
depression/anxiety, and social capital and psychoses.  Here they treated social capital at 
the community rather than individual level.  In the social capital and depression/anxiety 
part of their review, two of four studies showed social capital as significantly related to 
depression/anxiety, whereas the remaining two reported the opposite results.  Similarly, 
in the social capital and psychoses part of their review, one of two studies found a 
significant association between community-level social capital and the incidence of 
psychosis, whereas the other one did not find a significant relationship.  However, all of 
the above studies utilized aggregated data from individual data, which could lead to 
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analysis and interpretation biases, because individual responses do not appropriately 
represent actual dimensions of community life.  
De Silva et al. (2005) have provided the most comprehensive and systematic 
review of social capital in relation to mental illness to date, by analyzing 21 articles from 
20 electronic databases that met the criteria for the review.  At the community level, 
most of these studies did not show a significant association between mental illness and 
social capital (including both cognitive and structural social capital).  Similar to Whitley 
and McKenzie’s (2005) review, the results of this review showed that both individual and 
ecological/community social capital measurement vary, and so do their outcomes.  
Overall, the authors suggested that individual and ecological social capital may measure 
different aspects of the social environment, and current studies do not provide solid 
evidence to prove the relationship between community-level social capital and mental 
health. 
Lofors and Sundquist (2007) surveyed 4.5 million people (the entire Swedish 
population) aged 25 to 64 during the years 1997 to 1999 to explore the association 
between social capital and mental disorders in Sweden, using multilevel logistic 
regression analysis.  In their study, social capital is measured as neighborhood voting 
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participation.  The results showed a strong association between social capital and the 
rates of mental disorder, and a weaker association after controlling for individual 
characteristics.  However, the relationship disappeared after controlling for 
neighborhood deprivation.  The authors suggested that the variable, neighborhood 
deprivation, should be taken into consideration in studies of social capital in relation to 
mental health.  Because social capital is often linked to poverty, it is necessary to clarify 
their relationship first, before examining the association between community social 
capital and mental illness.  
De Silva and colleagues (2007) conducted a survey to examine the relationship 
between social capital and mental disorders in four low-income countries (Peru, Ethiopia, 
Vietnam, and India).  They employed a sample of 6,909 women of one-year old children 
from 234 communities and used two-level regression models as well as multilevel 
logistic regression analysis.  The measurement of social capital consisted of aspects of 
structural (i.e., membership in groups, involvement in citizenship activities, and support 
from individuals in the community) and cognitive social capital (i.e., trust, social 
harmony, perceived fairness, and sense of belonging), both at the individual and 
ecological level.  Overall, the results showed some types of social capital associated 
 65 
with mental disorders in some countries but not in others.  Ecological social capital was 
not found to be a significant determinant of mental disorders.  Regarding individual 
social capital, the results showed cognitive social capital, as related to reduced rates of 
mental disorders across four countries, in line with the findings of De Silva et al.’s 
abovementioned 2007 systematic review; whereas structural social capital had 
inconsistent results across four countries.  The authors argued that structural social 
capital may have context-specific effects on mental disorders, depending on to what 
extent and how people are able to participate in civic organizations and social activities.  
Overall, there are inconsistent results of existing studies of community-level 
social capital in relation to mental health.  Also, due to the ambiguous 
conceptualizations and varying measurement of social capital across studies, it is hard to 
summarize whether community-level social capital has an effect on mental health.  In 
sum, De Silva and colleagues’ 2007 review failed to find strong evidence to support 
community-level social capital associated with mental health. 
Measuring social capital at the individual level.  In contrast to the results of 
measuring social capital at the community level, there is evidence of the association 
between individual-level social capital and mental health.  Adopting Bourdieu's concept, 
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Ziersch (2005) conceptualized social capital as “consisting of ‘infrastructure’- the 
networks and values that facilitate access to resources, and ‘resource’- the resources 
available through this infrastructure” (p. 2119).  Using multi-regression analysis, 
Ziersch surveyed a total of 530 participants to measure the association between social 
capital and health (including mental health) in Australia.  The measurement of social 
capital is developed by the author, and the variables include values, informal networks, 
formal networks, help, acceptance, civic actions, and control.  The results showed that 
the elements of social capital infrastructure can potentially lead to social capital resources, 
which are in turn health promoting. In addition, people with better economic status have 
greater access to social capital and report better health.  Furthermore, values, informal 
networks, help, and control are all variables directly and indirectly positively related to 
better mental health.  
Similar to Ziersch’s (2005) study, Webber and Huxley (2007) adapted N. Lin’s 
(2001) social capital theory, and conducted a population survey with 295 participants to 
measure access to social capital and its relationship with common mental disorder.  Here, 
the measurement of social capital referred to access to social resources embedded within 
individuals’ social relations.  The questionnaire, Resource Generator-UK (RG-UK) was 
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utilized.  The validity and reliability of the RG-UK were supported in this study, 
indicating that it possesses good psychometric properties and could be a reliable and 
valid measure of access to social resources.  An inverse relationship between individual 
social capital and common mental disorder was found in this pilot study, indicating that 
access to resources may decrease as mental disorders persist. 
A similar study, conducted in rural China, used a population survey with a sample 
of 1,218 participants to measure the association between social capital and health 
(including mental health) (W. Yip et al., 2008).  The measurement of social capital was 
divided into cognitive (i.e. trust, reciprocity, and mutual help) and structural (i.e. 
organizational membership) social capital, at the combined levels.  Similar to most of 
the aforementioned studies, collective social capital data were aggregated by individual 
data.  The results showed that cognitive social capital is positively associated with 
mental health, both at the collective and individual level, whereas structural social capital 
is not significantly associated with mental health.  The authors (2008) further suggest 
that cognitive social capital, particularly trust, may positively influence heath (including 
mental health) through mechanisms of social networks and support.  
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Overall, the results of existing studies showed that there is inconsistent 
association between community social capital and mental health across studies, whereas 
there is strong evidence of an inverse relationship between individual cognitive social 
capital and mental illness.  On the other hand, social capital discourse, derived from 
social resource theory by Lin, provides an alternative framework for understanding 
mechanisms of the association between social capital and mental health at the individual 
level (Webber & Huxley, 2007).  There are a growing number of studies that are 
beginning to employ N. Lin’s (2001) social capital theory within the mental health field, 
and the primary results have supported that access to social capital is related to 
individuals’ mental health outcome.  However, it remains an unsettled question how the 
mechanism of access to social capital can influence individuals’ mental health outcomes.  
To further understand this issue, more studies of individual social capital in relation to 
mental illness are needed.  
Cultural Lens: Does Social Capital Work 
Within the Taiwanese Context 
The concepts of mental health, community, and participation are all central to the 
social capital discourse (Almedom, 2005).  Influenced by social and cultural factors, 
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these concepts are dynamic and process oriented (Almedom, 2005; Hsiao et al., 2006; 
Tew, 2004a).  As mentioned earlier, there is strong evidence of the association between 
individual social capital and mental illness.  However, without taking cultural and social 
meanings into consideration, it is hard to know how social capital can work within the 
mental health arena in the Taiwanese societal context.  
Studies have shown that cultural patterns of stress and family structure are related 
to the onset of mental illness in Chinese societies (N. Lin, 2001).  As noted before, 
people who fail to fulfill their social responsibility often feel guilt, shame, hopeless, and 
disappointment (Bedford & Hwang, 2003; Hsiao et al., 2006).  Hence, maintaining a 
harmonious relationship with others in the Taiwanese social and cultural context plays a 
significant role in Taiwanese people’s mental health and well-being.  Hwang (2001), a 
Taiwanese psychologist found that when Chinese people are requested to allocate 
resources under their control, their first response, from a psychological perspective, is to 
judge the guanxi between them.  In this regard, people holding a good guanxi with 
others are more likely to mobilize social resources embedded in their social networks too.  
Because maintaining an interpersonal harmony is a crucial element on Taiwanese 
mental health outcomes, it is very important to take this factor into consideration while 
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providing mental health services to persons with mental illness in the community, instead 
of over-emphasizing an individual’s growth and autonomy.  The concept of guanxi with 
others may be connected to the issues of power relations.  By facilitating persons with 
mental illness to develop a good guanxi with others, community mental health services 
can help these patients achieve more productive power relations with others.  As Tew 
(2004b) stated, “Restructuring power may be seen to be an integral part of processes of 
recovery” (p. 85); thus, Taiwan’s mental health policy should take the issues of guanxi 
and power relations into account in community mental health services. The construct of 
social capital, especially according to N. Lin’s (2001) theory, emphasizes the importance 
of social relations and assess to social resources on individuals’ well-being, which is 
consistent with Taiwanese cultural beliefs and the societal context, and stresses the 
importance of a good guanxi.  Thus, community-based mental health in conjunction 
with a social-capital-oriented approach may work well in the Taiwanese context.  
Measurements of Social Capital 
De Silva (2006) systematically reviewed and summarized 28 studies on 
measurement of social capital in relation to mental health and divided them into structural 
and cognitive social capital, both at the individual and ecological level (see Table 5).  De 
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Silva’ work helps to provide readers with a comprehensive understanding of the measures 
of social capital in the mental health field. 
 
Table 5 
Measures of Social Capital Used in Studies 
Dimensions Components Individual  Ecological  
Structural 
social 
capital  
Group 
membership 
Participation in voluntary  
 or local organizations.  
Frequency measured  
 occasionally 
Per capita membership  
 of voluntary 
organization  
Per capita number of  
 public spaces 
Engagement 
in public 
affairs 
Citizenship - i.e., voting in 
elections  
Informal social control: 
willing to intervene in 
hypothetical community- 
threatening situations  
Voting rates 
Social 
support 
Actual social support 
Perceptions of social  
 support 
Reciprocity 
Social contacts with  
 neighbors 
Community 
networks 
Informal social contacts  
 with neighbors, bridging  
 social ties with dissimilar  
 people, contact with  
 friends and family 
-- 
Cognitive 
social 
capital  
Trust Generalized trust 
Trust in situations 
Thick trust-- trust 
embedded in personal 
relationships that are 
strong, close, and nested in 
Average level of  
 generalized trust 
 
Average level of trust in  
 politicians 
 72 
Dimensions Components Individual  Ecological  
wider social networks. 
Security of employment  
 contract 
Social 
cohesion 
Social harmony -- 
Sense of 
community 
Belonging (i.e., feeling at  
 home in the community,  
 neighborhood attachment,  
 community integration) 
-- 
Note.  Adapted from “Systematic Review of the Methods Used in Studies of Social Capital and Mental 
Health” by M. De Silva, 2006. In K. McKenzie & T. Harpham (Eds.), Social Capital and Mental Health. 
Philadephia: Jessica Kingsley Publishers, pp. 45-46. 
Problems of Current Measures of Social Capital 
As mentioned earlier, the conceptualizations of social capital are inconsistent 
across studies, depending on the theory base researchers employ and the purpose of the 
study.  Studies built upon the work of Putman often define social capital as the norms, 
reciprocity, networks, trust, and civic participation (Baron-Epel, Weinstein, 
Haviv-Mesika, Garty-Sandalon, & Green, 2008; De Silva et al., 2005).  This is the most 
adopted conceptualization of social capital in the mental health field to date.  Most 
existing studies of social capital in the mental health field measure the construct at the 
community/ecological level; however, evidence of their relationship is not as yet well 
proven (De Silva et al., 2007; Lofors & Sundquist, 2007).  In brief, there are some 
problematic issues above in the measurements of social capital.  First, the measurement 
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of social capital does not fit the theory base in previous studies (De Silva, 2006).  For 
instance, some studies employed Putnam’s definition of social capital, which is 
ecological, but actually measured it at the individual level (De Silva, 2006; W. Yip et al., 
2008), which is not consistent with the conceptualization of ecological social capital.  
Furthermore, most ecological studies used aggregate data collected from individual 
responses, and treated them as ecological social capital.  However, studies have shown 
that ecological and individual social capital do not measure the same thing; thus, using 
aggregations of individual responses as the measurements of ecological social capital 
would be problematic (Almedom, 2005; Whitley & McKenzie, 2005).  Accordingly, the 
variables used to measure social capital in relation to mental health are used so widely 
and diversely across studies that its power as a construct is weakened (De Silva et al. 
2006, 2005; De Silva; Folland, 2007).  Hence, an alternative approach of access to 
social capital has attracted other researchers’ attention in recent years, which is addressed 
below.  
Alternative Measures: Access to Social Capital 
N. Lin (2001) provided an alternative perspective to measuring social capital and 
proposed three criteria to measure the level of access to social capital: (a) upper 
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reachability of resources, which is defined as the resources of an uppermost position an 
ego can reach in the hierarchical structure through social ties, (b) resource heterogeneity, 
which indicates the vertical range of resources reachable by an ego through social ties 
across positions in the structural hierarchy; and (c) extensity, which reflects the diversity 
of positions, and their embedded resources, reachable by an ego through social ties.  N. 
Lin’s work was adopted by some studies.  For example, Webber and Huxley (2007) 
developed the Resources Generator-UK scale to measure the level of access to social 
resources, consisting of four sub-scales: domestic resources, expert advice, personal skills, 
and problem solving resources.  In another study based on Bourdieu’s work, Ziersch 
(2005) divided access to social capital into two dimensions: social capital infrastructure 
(SCI) and social capital resources (SCR).  SCI refers to elements of social capital that 
have been labeled as resources, including values, informal networks, and formal networks, 
whereas SCR refers to those elements of social capital labeled as outcomes, comprising 
help, acceptance, civic actions, and control. 
There is evidence of the association between individual cognitive social capital 
and mental health (McKenzie & Harpham, 2006).  This implies that measuring social 
capital at the individual level in mental health may be more appropriate than at the 
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ecological or community level.  Studies employing Bourdieu or N. Lin’s theories of 
social capital in relation to mental health consider social capital a form of social resources 
that is nested in social structures and relations (N. Lin, 2001; Ziersch, 2005).  Such 
studies often measure the concept as access to rather than possession of social capital at 
the individual level (Webber & Huxley, 2007; Ziersch, 2005).  Two studies have shown 
that there is a significant positive association between access to social capital and mental 
illness (Webber & Huxley, 2007; Ziersch, 2005).  In other words, people who are able to 
access more social capital when needed are likely to have better mental health outcomes. 
As noted above, studies have shown that access to social capital is related to 
mental health; however, the mechanism of access to social capital, influencing 
individuals’ mental health outcomes, is not well-examined as yet.  Furthermore, to my 
knowledge, there is no study using the concept of access to social capital in relation to 
mental illness in Taiwan to date.  To address this gap, this study employed a quantitative 
design to explore the association between social capital and recovery in the Taiwan.   
Research Questions 
In recent years, a growing number of studies that examine the association between 
social capital and mental illness (De Silva, 2006; De Silva et al., 2005; Webber & Huxley, 
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2007 provide an alternative to understanding how persons with mental illness can 
recover--through what kind of components and paths.  Although there is primary 
evidence of the association between individual social capital and mental health, the 
mechanisms of how community-based mental health services lead to better mental health 
outcomes among persons with mental illness have rarely been studied and remain unclear, 
especially within the specific cultural context.  Hence, advanced studies are still needed 
to narrow the gap between theory and practice.  Besides, the goals and functions of 
different types of Taiwanese community mental health services vary, which may generate 
different degrees of access to social capital and then lead to different recovery outcomes 
among mental health consumers.  It appears very helpful to explore the extent of access 
to social capital among consumers in different types of community mental health 
agencies, and the association between agency types and access to social capital within the 
Taiwanese cultural context.  In sum, the research questions in this study are the 
following: 
1. What is the extent of social capital among mental health consumers in the 
community? 
2. Do different community mental health programs lead to different levels of social 
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capital among mental health consumers? 
3. What is the association between social capital and recovery from mental illness? 
4. Does social capital increase the degree of prediction of recovery from mental 
illness after controlling for other variables? 
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CHATPER THREE.  METHODOLOGY 
 
Research Design 
The purpose of this study was to explore the extent of access to social capital and 
the effects of access to social capital on recovery from mental illness. The target 
population was mental health consumers who were engaged in either the community 
rehabilitation centers or the half-way houses in Taiwan.  In addition, this study also 
investigated whether different community mental health programs were associated with 
different levels of access to social capital among consumers.   
The study employed a quantitative design.  The researcher employed a 
cross-sectional survey design in which “data on a sample of consumers chosen to 
represent a particular target population are gathered at essentially one point in time” 
(Singleton & Straits, 2005, p.228).  Survey designs offer an effective means of social 
description among all approaches to social research.  By employing a cross-sectional 
survey design, the researcher was able to collect quantitative data in a short time.  
However, the major disadvantage of survey designs is they cannot establish cause and 
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effect as can be done with experimental designs (Singleton & Straits, 2005).  Research 
data sources in this study comprised participants’ self-report, staff’s assessment of 
consumers, and documents related to consumers’ demographic information and history of 
mental illness. The research framework for this study is shown in Figure 4. 
 
 
 
 
 
 
 
 
Figure 4.  Research framework. 
 
Definition of Terminology 
Access to social capital was defined as the levels of access to social resources 
embedded in one’s social relations that is available to an individual.  
Subjective recovery from mental illness was defined as persons with mental illness 
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History of Mental Illness 
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living a meaningful and satisfying life even within the constraints of one’s psychiatric 
disorders. 
Objective Recovery from mental illness was defined as the absence of psychiatric 
symptoms of persons with mental illness.  
Measurement 
Measures of variables in this study were mainly self-reported, except for objective 
recovery from mental illness variable which was assessed by the staff in the settings, and 
the history of mental illness among consumers which was gathered from existing 
documents.  The primary variables of interest in this study were access to social capital, 
and subjective and objective recovery from mental illness. Subjective and objective 
recovery from mental illness measures (Corrigan, Giffort, Rashid, Leary, & Okeke, 1999; 
Corrigan & Phelan, 2004) were employed in this study as outcome variables whereas 
access to social capital was the independent variable (Webber & Huxley, 2007; Ziersch, 
2005).  Previous study has shown that social functioning is significantly related to 
subjective recovery (Song et al., 2004; Yanos et al., 2001); however, whether or how 
social functioning affects the relationship between access to social capital and recovery 
have not yet been studied.  Thus, this study also included a social functioning variable.  
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In addition, several potential control variables were also included in the study: type of 
community mental health programs, history of mental illness (Corrigan, Giffort, Rashid, 
Leary & Okeke, 1999) and demographic characteristics (Lin, 2001; Ziersch, 2005).  All 
research protocols were translated into Chinese and extant Chinese versions of the scales 
were adapted into Mandarin, because most Taiwanese people use Mandarin as their first 
language. 
Subjective recovery from mental illness was assessed through the adapted Chinese 
version of the Recovery Assessment Scale (RAS), which was developed by Giffort et al. 
in 1995 (as cited in Corrigan, Salzer, Ralph, Sangster & Keck, 2004).  The 41-item RAS 
comprised five domains: personal confidence and hope, willingness to ask for help, goal 
and success orientation, reliance on others, and no domination by symptoms (Corrigan et 
al., 2004).  The questions pertaining to the RAS appraisal allow patients to describe 
themselves using a 5-point agreement scale (5= strongly agree; 1= strongly disagree).  
Sample items include: “I know when to ask for help” and “I can handle stress.”  The 
higher the total score, the better the recovery from mental illness of consumers.  In 
general, the questionnaire takes about 20 minutes to complete (Corrigan, et al., 1999).  
In Corrigan et al.’s study (1999) using a sample of 55 participants in a partial 
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hospitalization program, results showed the RAS to have satisfactory test-retest reliability 
(r = 0.88) and internal consistency (alpha = 0.93).  Regarding concurrent validity, their 
study also suggested that the RAS is positively associated with self-esteem, 
empowerment, social support, and quality of life, and inversely associated with 
psychiatric symptoms and age.  This study adapted the RAS and translated it into a 
Chinese version to fit the Taiwanese cultural and social context.  Before this scale was 
used as a formal questionnaire in the study, a pilot study was conducted to determine 
whether the scale was understandable.  This information is detailed later in this chapter. 
Objective recovery from mental illness was assessed through the adapted Chinese 
version of the Brief Psychiatric Rating Scale (BPRS; Chang, Hau & Wei, 1986).  The 
BPRS is one of the most widely used scales in psychiatric studies.  Originally developed 
by Overall and Gorham, it was adapted by Bech and colleagues (as cited in Crippa, 
Sanches, Hallak, Loureiro, & Zuardi, 2002).  Responses to the 18-item Chinese version 
of the BPRS are assessed on a 5-point scale (0 = absent, 1= very mild or of doubtful 
presence, 2 = present in mild degree, 3 = present in moderate degree, 4= present in 
severe or extreme degree).  The scale is usually administered by mental health 
professionals or other trained raters. According to the results of Crippa et al. (2002), with 
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a sample of 160 persons with mental illness in Brazil, the BPRS comprises four factors: 
withdrawal-retardation, thinking disorder, anxious-depression, and activation.  Their 
study also indicated the BPRS had an acceptable internal consistency (Cronbach’s alphas 
ranged from 0.77 to 0.88).  
Social functioning was measured using an adapted Chinese version of the Social 
Functioning Scale (SFS).  This scale, developed by Song (2001), is based on the original 
work of Birchwood and co-workers (Birchwood, Smith, Cochrane, Wetton, & Copestake, 
1990) and is related to assessing the level of social functioning of persons with mental 
illness who participate in community-based mental health programs.  The scale contains 
36 items that measure social functioning. It comprises seven sub-scales: social 
activities/withdrawn (2 items), personal relationship (3 items), independence - capacity (5 
items), independence-performance (5 items), entertainment (9 items), sociability (6 
items), and occupation/employment (6 items).  With the exception of 
occupation/employment, all other questions are answered on a four-point scale (never = 1, 
rarely = 2, sometimes = 3, often = 4).  According to Song (2001), an individual whose 
sum SFS scores above 71 is considered as “High function,” between 52 and 70 is 
“medium to high function,” between 34 and 51 is “acceptable to medium function,” and 
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below 33 is regarded as “Low function.’  
The questions pertaining to the occupation/employment dimension allow patients 
to rate their situation on a 10-point scale.  A study measuring social functioning of 
persons with mental illness, with a sample of 301 consumers, has documented internal 
consistency of 0.75-0.94 and validity of the SFS, which has also been shown to exhibit 
acceptable psychometric properties among the Taiwanese population (Song, 2001).  
Access to social capital was assessed through an adapted Chinese version of the 
Resource Generator-UK (RG-UK) scale.  This scale, developed by Webber and Huxley 
(2007), is based on the Dutch Resource Generator, which aims to measure the level of 
access to social capital for the general population.  The scale comprises 27 items and is 
divided into four sub-scales: domestic resources (7 items), expert advice (9 items), 
personal skills (6 items), and problem-solving resources (5 items). All questions are 
answered on two-point scales (yes or no); if the answer is yes, then participants are 
allowed to choose from whom they are able to access social resources (immediate family, 
extended family, friend, neighbor, colleague, and/or acquaintance).  Webber and Huxley 
(2007) have documented that the RG-UK has good psychometric properties.  For 
example, it has convergent/divergent validity and its subscales generally have good 
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test-retest reliability.  Accordingly, the domestic resources and expert advice subscales 
have strong homogeneity and good reliability ((p values are 0.78 and 0.83 respectively) 
whereas the personal skills and problem solving subscales have weaker homogeneity and 
moderate reliability (p values are 0.69 and 0.60 respectively).  As social resources are 
culture and context dependent, different versions of the Resource Generator scale need to 
be modified and validated for varying populations.  This study adapted part of the 
RG-UK scale and translated it into the Chinese version to fit the Taiwanese cultural and 
social context.  The researcher renamed the scale as the access to social capital scale in 
the study.  Before this scale was used as a formal questionnaires in the study, a pilot 
study was conducted to determine whether the scale was understandable (reported later).  
In regard to demographics, several demographic variables were assessed in the 
study as well, including gender, age, ethnicity/race, level of education, and employment 
status.  Age was collected using participants’ actual birth date. Ethnic groups included 
five categories: (a) Mainlanders, (a) Islanders, (c) Hakka, (d) Aborigine, and (e) other. 
Education was measured as the highest grade completed, including (a) no formal 
education, (b) primary education, (c) junior-high-level education, (d) senior-high-level 
education, and (e) college/university and above.  Information on employment status 
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included having a job or no job at the time of data collection. In addition, the information 
of whether the agency is located in Taipei area was recorded as well. 
The types of community mental health programs included a community 
rehabilitation center and a half-way house. Information about frequencies and durations 
of program attendance was collected as well.   
In regard to history of mental illness, the information consisted of the diagnosis of 
mental illness and the onset of mental illness of consumers.  
Target Population and Research Site 
Persons with mental illness who receive services from community mental health 
programs in Taiwan were the main population of the interest for this study.   In Taiwan, 
community mental health programs comprise community rehabilitation centers, half-way 
houses, and club houses.  The community rehabilitation centers and half-way houses are 
basically operated by psychiatric institutions or non-professional organizations under the 
management of the Department of Health, while the club house is only operated by 
non-profit organizations (i.e., the Association of Friends of the Recovered) which are 
under the management of the social welfare department.  The research settings in this 
study excluded club houses because the intervention approaches employed in the club 
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houses are very different from those employed in the community rehabilitation centers 
and the half-way houses.  Besides, only four club houses existed at the time of the study 
in Taiwan, and the active members of these club houses were about 100 consumers, or 
relatively few.  Nevertheless, consumers in the club houses were recruited in the pilot 
study to examine the appropriateness of the scales.  
In general, the intake criteria of mental health consumers for the half-way house 
are similar to the community rehabilitation center in Taiwan.  The intake criteria of the 
half-way house usually included the following: (a) people who hold a catastrophic illness 
card for severe psychiatric illness4 issued by the Bureau of National Health Insurance in 
Taiwan; (b) persons with mental illness who are in a stable mental health status and 
capable of taking medicine regularly; (c) persons with mental illness who are able to 
cooperate with the agency policies.  Usually, persons with mental illness who discharge 
from a hospital and have no family or can not stay with their family for some reason will 
live in the half-way house instead.  Besides above criteria, the community rehabilitation 
center tends to select persons with mental illness who have the motivations and potential 
for rehabilitation trainings.   
                                                 
4 People with mental illness who meet the criteria of the following psychiatric diagnoses can apply a 
catastrophic illness card:  ICD-9CM 290 (Amnestic disorders), 293.1 (Subacute delirium), 294 (other 
organic mental disease), 295 (Schizophrenia), 296 (Mood disorders), 297 (Delusion), and 299 (Disorders 
unusually first diagnosed in childhood).  
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In 2008, 87 half-way houses accommodated 2,984 beds as well as 64 community 
rehabilitation centers accommodated 2,348 beds provided a variety of community 
rehabilitation services for persons with mental illness (DOH, statistic, 2008).  Some 
half-way houses and community rehabilitation centers were affiliated with hospitals, 
which might not provide a real community life for consumers.  For example, some 
half-way houses which claimed to provide the hospital-based community mental health 
care, were located in hospitals, and consumers could not leave the setting freely without 
their family’s permission, which is not accordance with the principals of the community 
mental health movement and cannot be considered as typical community mental health 
services (Tansella & Thornicroft, 2001).  Therefore, settings attached to hospitals were 
excluded because the aim of this study was to focus on the community life experience of 
consumers.  By so doing, only 69 half-way houses and 30 community rehabilitation 
centers around 25 Taiwanese counties and cities were considered as potential research 
settings in this study.  Among them, 43 of 69 half-way houses and 6 of 30 community 
rehabilitation centers were located in the Taipei urban area, indicating consumers in the 
Taipei urban area were surrounded by much more community mental health resources 
compared to other areas, especially half-way house resources. 
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Sampling Approach  
The main target of this study was Taiwanese people who met diagnostic, duration, 
and disability criteria for persistent mental illness, as defined by the Department of 
Health in Taiwan.  Specifically, participants must be a current consumer (a) 18 to 60 
years old, (b) diagnosed according to DSM-IV, (c) participating in either a community 
rehabilitation center or a half-way house for at least one month, and (d) willing and able 
to engage in this study and provide informed consent. The data collection period in this 
study began in early March 2009 and ended in late July 2009.  
The researcher employed a convenience sample instead a stratified random 
sample.  Initially, the researcher planned to use stratified random sampling; 
unfortunately, some randomly selected agencies refused to participate in the study 
because of the heavy workload of the staff or consumers’ privacy issues.  In order to 
collect sufficient data for the study in time, the researcher accessed agencies through her 
personal social network.  The major advantage of this strategy was that it was much 
easier to obtain permissions from the agencies; however, by so doing, the sampling 
approach in this study was non-probability sampling.  Therefore, findings are limited to 
those consumers who participated in the study.  
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Subject Recruitment 
In general, each of the settings accommodates about 30 to 40 consumers; an 
exception is several half-way houses that accommodate more than 100 consumers, 
depending on the space and the number of staff.  The research settings were broken 
down into two categories- Taipei urban area and non-Taipei areas.  Thirteen half-way 
houses and 13 community rehabilitation centers were engaged in the study.  Nine 
half-way houses and 4 community rehabilitation centers came from the Taipei urban area 
whereas 4 half-way houses and 9 community rehabilitation centers came from non-Taipei 
areas.  Participants in this study were recruited from two sources: consumers and staff in 
selected settings.  All consumers in these 26 selected settings were invited to participate 
in the study, except subjects who were ruled out by the staff in the agencies in advance, 
those who were unwilling to participate, or those who were not available at the time of 
data collection. On average, about 13 consumers participated from each agency (M 
=12.88, SD = 7.12, Range = 4 - 26).  
Three strategies were employed to gain access to consumers: (a) getting official 
permission from the settings, (b) writing a cover letter and using an oral statement 
introducing the purpose of study to, and (c) obtaining collaboration with consumers 
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(Singleton & Straits, 2005).  Regarding data-collection mode, the study employed a 
mixed mode survey using two modes to collect data: self-administration and in-person 
interviewing (Singleton & Straits, 2005).  Consumers who were able to independently 
complete questionnaires self-administered the questionnaires, with the assistance of the 
researcher when necessary.  Otherwise, those who could not or were unwilling to 
self-administer the questionnaires were assessed via in-person interview. Staff 
respondents were required to self-administer the questionnaires.  All in-persons 
interviews were done by the researcher.  Hence, interviewer selection and training were 
not needed in this study.  Snacks and drinks, such as tea or cookies, were provided by 
the researcher whether the participants actually participated in the questionnaires.  On 
the other hand, the information of objective recovery of participants, using the BPRS as 
the measurement, was assessed by the staff in the agencies.  After each interview in an 
agency, the researcher would immediately put the names of the participants who 
completely and validly finished the questionnaires on the blank BPRS questionnaire 
forms, and then handed over these forms to the staff in the agency with a self-addressed 
stamped envelope.  In general, the agencies would mail the questionnaires back to the 
researcher within a week.  
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Regarding research ethics, there are four common ethical issues involving human 
consumers: potential harm, lack of informed consent, deception, and privacy (Singleton 
& Straits, 2005).  In general, survey study tends to generate less research ethics 
problems for participants compared to other research designs.  Before the study began, 
consumers in the agencies were informed by the staff about the study.  When the study 
took place, the researcher clearly explained the aim and procedures of the study to 
potential respondents in person.  If a consumer expressed any concerns or showed a sign 
of insecurity, the researcher would assure that consumer that he or she did not need to 
take the questionnaire if he or she felt uncomfortable.  Next, for avoiding the potential 
harm, the researcher also informed participants of any reasonable risks or discomforts 
before the study started.  Participants were given sufficient time to consider whether to 
participate and could drop out anytime they wished. Also, participants who might be 
harmed psychologically or socially by the study process were screened out by the staff in 
the settings in advance.  All consumers were required to submit an informed consent 
form to validate their willingness to engage in this study.  Some informed consent forms 
were collected by the staff in the agencies in advance, while some were collected by the 
researcher at the time of data collection.  Furthermore, participants in the study were 
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guaranteed confidentiality.  Strategies to ensure participants’ privacy included: removing 
names and other identifying information from the data, not disclosing consumers’ 
identities in any reports of the study, and not sharing any information without participants’ 
permission (Singleton & Straits, 2005).  During interview, some participants expressed a 
willingness to receive a summary of the study and left their contact information, such as 
postal or email address, with the researcher.  Finally, all participants were interviewed in 
a private location within the settings.  
Sample Size 
Initially, the researcher set the minimum required sample size at 300 consumers in 
the study.  Rules of thumb regarding sample size and power are N=>50 + 8 m (m 
indicates the number of predictors) for testing multiple correlations and N => 104 + m for 
testing individual predictors (Tabachnick & Fidell, 2007).  As there were ten predictors 
in this study; the minimum required sample size would be 130.  Thus, 300 participants 
was a large enough sample size to test the significance of regression indices.  Moreover, 
staff in those selected settings were also invited to participate in this study as well 
because one of outcome measures (objective recovery from mental illness) needed to be 
administered by mental health practitioners who were familiar with the consumers.  
 94 
During data collection, the researcher collected a total of 320 completed 
questionnaires.  Ten finished questionnaires were considered as invalid and then 
excluded from the analysis by the researcher because the answers that these participants 
gave were inconsistent.  Thus, the actual consumer sample size for the analysis was 310 
persons.  In addition, 26 mental health practitioners in selected agencies were recruited 
to assess objective recovery by using the BPRS as well. 
Pilot Study 
Prior to data collection, a pilot study was conducted to construct culturally 
sensitive instruments because two scales (the RAS and the ASCS) were in English. 
Strategies used in this study included: (a) Forward translation- the scales were translated 
from English to Chinese by the researcher first, and then judged by another translator, 
another Taiwanese doctoral candidate who is fluent in both English and Chinese and 
familiar with Taiwanese culture; (b) content validity- an expert panel with five mental 
health related professionals or practitioners were formed to assess the appropriateness of 
the scales; (c) pilot study- to see if the scales had satisfactory reliability and validity.  
The pilot study took place from February 2007 to March 2007. In the end, 25 
persons with mental illness from four clubhouses completed the recovery assessment 
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scale questionnaires through in-person interviews conducted by the researcher whereas 
61 people completed the access to social capital questionnaires through email surveys.  
The researcher also informally asked participants to comment on the appropriateness of 
the questions and the ease of understanding the questions.   According to participants’ 
feedback, the researcher slightly reworded some questions to make them easier to 
understand in Chinese.  
Results showed that the mean ASCS score was 1.79 (SD = .76) and internal 
consistency using Cronbach’s alpha was .92.  The mean RAS score was 3.73 (SD = .49); 
internal consistency was .95.  The results of item analyses suggested good reliabilities 
for the ASCS and the RAS, thus, the researcher did not make any changes to the RAS and 
the ASCS.  
Data Analysis 
A series of analyses were used in the study to answer the research questions: 
1. Exploratory factor analyses were used to test the structure of the RAS and the 
ASCS.  Because these two scales were translating from English to Chinese, it 
was crucial to reexamine dimensionality.  Therefore, exploratory factor 
analyses were employed to examine the dimensions of these two scales.  
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2. Descriptive statistics were used to report the extent of access to social capital 
among persons with mental illness.  In addition, the distributions of all other 
variables were reported as well.  
3. A series of bivariate comparison analyses, including Pearson product moment 
correlations, independent samples t-tests, and one –way analyses of variance 
(ANOVA), were conducted.  Pearson product moment correlations were used to 
examine the correlations between the scale level variables, for instance, the 
relationship between access to social capital and recovery.  A series of 
independent samples t-tests were utilized to test for mean differences for 
nominal level variables comprising two categories, for example, whether the 
levels of social capital of consumers in the community rehabilitation centers are 
different from those in the half-way houses.  One-way ANOVAs were used to 
test differences of three or more independent groups, such as ethnicity, 
employment status, and education level.  Post hoc tests, such as Scheffé (1959) 
and Games-Howell’s (1976) were employed when appropriate.  
4. A series of hierarchical multiple regression analyses employing blocks of 
variables and subjective and objective outcome variables, were conducted to 
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explore the effects of access to social capital on recovery.  The major benefit of 
hierarchical multiple regression is the researcher can decide the order in which 
blocks of variables are entered into the equation.  The researcher can thus test 
whether social capital increases prediction of the degree of recovery from mental 
illness, controlling for all other variables.  
 
All statistical analyses were performed using the software program, Statistical 
Package for the Social Sciences (SPSS), 17.0 version. 
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CHAPTER FOUR.  RESULTS 
Factor Analysis 
Access to Social Capital Scale (ASCS) 
The original ASCS comprised two subscales (ASCS-1 and ASCS-2).  The 
ASCS-1(13 items) was distinguished from the ASCS-2 (14 items), thus the total of 27 
items were not suitable to be pooled.  The exploratory factor analysis of the two ASCS 
subscales was done separately.  
 
As a beginning, the factorability of the 13 ASCS-1 items was examined. Several 
well-recognized criteria for the factorability of a correlation matrix were used.  First, 
inspection of the item correlation matrix revealed the presence of many coefficients of .3 
or above, indicating reasonable factorability.  Secondly, the Kaiser-Meyer-Olkin (KMO) 
measure of sampling adequacy was .89, exceeding the recommended value of .6 (Kaiser, 
1974), and Bartlett’s (1954) test of sphericity reached statistical significance ( 2χ (78) = 
1515.03, ρ  < .05).  The diagonals of the anti-image correlation matrix were all 
above .8, supporting the inclusion of each item in the factor analysis.  Lastly, the 
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communities were all above .4, further supporting that each item shared some common 
variance with other items.  
Principal components analysis was employed, using varimax rotation of the factor 
loading matrix.  The initial eigenvalues suggested that the first factor explained 42.4% 
of the variance, the second factor 8.64% of the variance and the third factor 8.0% of the 
variance.  Following several analyses, a total of 4 items were discarded because they did 
not contribute to a simple factor structure and failed to meet a minimum criteria of having 
a primary factor loading of .5 or above, and no cross-loading of .4 or above.  The item 
S12_C “knows a lot about health and fitness” and S2_C “is a reliable tradesman” had 
factor loadings between .4 and .5 on both factor one and two.  The item S9_C “can 
sometimes employ people” and S7_C “is a local councilor” did not load above .5 on any 
factor. 
The results of a principal components factor analysis, using varimax rotation, 
suggested that 9 items be retained, with the two factors explaining 59.44% of the total 
variance.  All items had primary loadings over .6 and two items had a cross-loading 
above .4, however, these two items had a strong primary loading of .55 or above.  Six 
ASCS-1 items constituted factor 1, which was labeled as “Access to persons with 
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personal skills.”  The first factor explained 47.29 % of the variance.  The second factor 
comprised 3 items and was labeled “Access to persons with public resources.”  The 
variance explained by the second factor was 12.14%. The factor loading matrix for this 
final solution is presented in Table 6. 
 
Table 6 
 
Factor Loadings Based on a Principal Components Analysis With Varimax Rotation for 9 
Items From the Access to Social Capital Scale-1 (ASCS-1) (N=310) 
  Factor 
Item  Access to Persons 
with Personal Skills 
Access to Persons with 
Public Resources 
Has a professional occupation  .82  
Knows how to fix problems with 
computer 
.74  
Can repair a broken-down car .72  
Is good at gardening .69  
Knows a lot about DIY .65  
Can speak another language 
fluently 
.63  
Has good contacts with the local 
newspaper, radio or T.V. 
 .85 
Know a lot about government 
regulations 
 .75 
Works for your local council  .55 
Note. Factor loadings <.5 are suppressed. 
Next, the suitability of 14 items of the ASCS-2 for factor analysis was assessed as 
well.  The KMO value was .94 and the Bartlett’s Test of Sphericity was statistically 
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significant ( 2χ (91) = 2476.55, ρ  < .05), suggesting suitability of data for factor 
analysis.  In addition, the diagonals of the anti-image correlation matrix were all 
above .90, and the communities were all over .3.  Given these overall indicators, a factor 
analysis was conducted with all 14 items.   
Principal components analysis was conducted.  The initial eigenvalues indicated 
one factor explained item intercorrelations, thus the factor solution was not rotated.  No 
item was eliminated because all items of the ASCS-2 had factor loadings of .6 or above.  
The 14 items of the ASCS-2 accounted for 53.5% of the total variance.  This factor was 
labeled “Mobilization of personal social networks.”  See Table 7 for the factor loading 
matrix of this one-factor solution. 
Internal consistency for each of the ASCS subscales was estimated using 
Cronbach’s alpha.  The alphas ranged from moderate to high--.68 for Access to Persons 
with Public Resources, .82 for Access to Persons with Personal Skills, and .93 for 
Mobilization of Personal Social Networks.  
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Table 7 
 
Factor Loadings Based on a Principal Components Analysis With Varimax Rotation for 
14 Items From the Access to Social Capital Scale-2 (ASCS-2) (N=310) 
  Factor 
Item Mobilization of Personal Social Networks 
Give you sound advice on problems at 
work 
.82 
Do your shopping if you are ill .80 
Help you to move or dispose of bulky 
items (e.g. lifting or use of a van) 
.79 
Get you cheap goods or bargains .79 
Discuss politics with you .77 
Give you a good reference for a job .76 
Help you to find somewhere to life if 
you have to move home 
.76 
Give you sound legal advice .75 
Gove you career advice .72 
Help you with small jobs around the 
house 
.70 
Give you sound advice about money 
problems 
.68 
Lend you a small amount of money 
(e.g. for a local taxi fare) 
.64 
Look after your home or pets if you go 
away 
.61 
Lend you a large amount of money 
(e.g. for a deposit on a flat or house) 
.60 
 
.A correlation matrix was computed to examine the direction and strength of the 
relationships between the scores for the three factors.  Positive moderate correlations 
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between each of composite scores of the three factors existed.  The correlation matrix 
for the scores on the three subscales is presented in Table 8. 
 
Table 8 
 
Correlation Coefficients Between Access to Persons with Personal Skills, Access to 
Persons with Public Resources, and Mobilization of Personal Social Networks (N=310) 
Measure Access to 
Persons with 
Personal Skills 
Access to Persons 
with Public 
Resources 
Mobilization of 
Personal Social 
Networks 
Access to Persons 
with Personal Skills 
- .674*** .577*** 
Access to Persons 
with Public 
Resources 
-- - .581*** 
Mobilization of 
Personal Social 
Networks 
-- -- - 
Note. *** ρ <.001, two-tailed. 
 
Recovery Assessment Scale (RAS) 
The factorability of the 41 items was assessed by the following criteria.  First, 
the KMO value was .94, above the recommended value of .6, and Bartlett’s test of 
sphericity was statistically significant ( 2χ (820) = 7713.72, ρ  < .05).  Next, the 
diagonals of the anti-image correlation matrix were all over .88, supporting the inclusion 
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of each item in the factor analysis.  Finally, the communities all exceeded .5, indicating 
that each item shared some common variance with other items.  
The 41 items of the RAS were subjected to a principal components analysis with a 
varimax rotation method.  Using a minimum eginvalue of greater than one as a 
threshold, an eight-factor solution was revealed, accounting for 64.6% of the total 
variance.  During several steps, a total of 16 items were eliminated because they did not 
contribute to a simple factor structure and failed to meet a minimum criteria of having a 
primary factor loading of .5 or above, and no cross-loading of .4 or above.  In total of 12 
items (R6, R11, R17, R18, R20, R22, R23, R26, R34, R36, R39 and R41) did not load 
above .5 on any factor.  Item R25 had factor loadings on two different factors 
approximately equal to .5.  The items R12 and R21 had factor loadings over .5 on one 
factor, and the item R37on another factor; however, one or two items were considered 
insufficient to constitute a factor and so factors reflected by only one or two items were 
eliminated. 
The results of a principal components factor analysis, using varimax rotation, 
suggested that 25 items be retained, with five factors.  This five-factor solution 
explained 63.93% of the total variance.  All items had primary loadings over .6. The 
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first factor comprised 5 items, which was labeled “Goal and Success Orientation,” 
accounting for 42.32 % of the variance.  Five items constituted factor 2, which labeled 
“Personal Confidence and Hope.”  The variance explained by the second factor was 
6.79%.  Six items constituted factor 3, which labeled “Willingness to Ask for Help,” and 
accounted for 5.89 % of the variance.  The fourth factor comprised 6 items and labeled 
“Self-help,” explaining 4.88 % of the variance.  Finally, the fifth factor had 5 items, 
which labeled “Not dominated by symptoms.”  This factor explained 4.06 % of the 
variance. The factor loading matrix for this final solution is presented in Table 9.  
 
 
Table 9 
 
Factor Loadings Based on a Principal Components Analysis With Varimax Rotation for 
25 Items From the Recovery Assessment Scale (RAS) (N=310) 
Factor Item Factor 
loadings 
Goal and success 
orientation 
I have goals in life that I want to reach. .83 
 I have my own plan for how to stay or 
become well. 
.71 
 I have a purpose in life. .70 
 I believe I can meet my current personal 
goals. 
.63 
 I have a desire to succeed. .62 
Personal confidence and 
hope 
I like myself. .77 
 I’m hopeful about my future. .65 
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Factor Item Factor 
loadings 
Personal confidence and 
hope 
If people really knew me, they would 
like me 
.63 
 Can help myself become better .63 
 If I keep trying, I will continue to get 
better. 
.58 
Willingness to ask for help I ask for help, when I need it. .72 
 I am willing to ask for help. .66 
 Being able to work is important to me. .65 
 I can learn from my mistakes. .64 
 I know when to ask for help. .58 
Self-help I can identify what triggers the 
symptoms of my mental illness. 
.72 
 I understand how to control the 
symptoms of my mental illness 
.64 
 I can handle it if I get sick again. .62 
 I can identify the early warning sings of 
becoming sick. 
.61 
 I can handle what happens in my life. .60 
 There are things that I can do that help 
me deal with unwanted symptoms. 
.59 
Not dominated by 
symptoms 
My symptoms seem to be a problem for 
shorter periods of time each they occur. 
.74 
 My symptoms interfere less and less 
with my life. 
.73 
 Coping with my mental illness is no 
longer the main focus of my life. 
.65 
 It is important to have a variety of 
friends. 
.55 
Note. Factor loadings <.5 are suppressed. 
 
 
 107 
Internal consistency for each of the RAS subscales was assessed, using 
Cronbach’s alpha.  The internal consistency and variance explained for the five-factor 
solution of the RAS are presented in Table 10. 
 
Table 10 
 
Internal Consistency and Variance Explained for the Five-Factor Solution 
of the RAS 
Factor Alpha Variance explained (%) 
Goal and success orientation 
(5 items) 
.86 42.32 
Personal confidence and 
hope (5 items) 
.86 6.76 
Willingness to ask for help (5 
items) 
.84 5.89 
Self-help (6 items) .84 4.88 
Not dominated by symptoms 
(4 items) 
.77 4.06 
 
A correlation matrix was conducted to examine the direction and strength of the 
relationships between the scores for the five factors.  Positive moderate correlations 
between each of composite scores of the five factors existed.  The correlation matrix for 
the scores on the five factors is presented in Table 11. 
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Table 11 
 
Correlation Coefficients Between Personal Goals, Positive Self-image, Help-Seeking, 
Symptom-Control, and Self-Control (N=310) 
Measure Goal and 
success 
orientation 
Personal 
confidence 
and hope 
Willingness 
to ask for 
help 
Self- 
help 
Not dominated 
by symptoms 
Goal and 
success 
orientation  
- .68*** .58*** .60*** .46*** 
Personal 
confidence and 
hope 
-- - .64*** .66*** .60*** 
Willingness to 
ask for help 
-- -- - .58*** .59*** 
Self-help  -- -- -- - .59*** 
Not dominated 
by symptoms  
-- -- -- -- - 
Note. *** ρ <.001, two-tailed. 
 
Brief Psychiatric Rating Scale (BPRS) 
The factorability of the 18 BBPS items was examined.  First, the KMO value 
was .87, above the recommended value of .6, and Bartlett’s test of sphericity was 
statistically significant ( 2χ (153) = 2308.34, ρ  < .05).  Next, the diagonals of the 
anti-image correlation matrix were all over .81, supporting the inclusion of each item in 
the factor analysis.  Finally, most of the communities were exceeding .5, indicating that 
each item shared some common variance with other items.  
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The 18 items of the RAS were subjected to a principal components analysis with a 
varimax rotation method.  Using a minimum eginvalue of greater than one as a 
threshold, a three-factor solution was revealed, accounting for 56.08% of the total 
variance.  During several steps, 4 items were eliminated because they did not contribute 
to a simple factor structure and failed to meet a minimum criteria of having a primary 
factor loading of .5 or above, and no cross-loading of .4 or above.   Two items (B7 and 
B12) did not load above .5 on any factor. Both item B3 and B15 had factor loadings on 
two different factors relatively equal of .5. 
The results of a principal components factor analysis, using varimax rotation, 
suggested that all 14 items be retained, with three factors.  This three-factor solution 
explained 60.67% of the total variance.  A majority of items had primary loadings 
over .6.  The first factor reflected 5 items, which was labeled “Thought disturbance,” 
accounting for 34.57 % of the variance.  Five items constituted factor 2, which was 
labeled “Anxious-depression.”  The variance explained by the second factor was 
13.33%.  Four items constituted factor 3, which was labeled “Withdrawal-retardation,” 
and accounted for 12.78 % of the variance.  The factor loading matrix for this final 
solution is listed in Table 12.  
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Table 12 
 
Factor Loadings Based on a Principal Components Analysis With Varimax Rotation for 
14 Items From the Brief Psychiatric Rating Scale (BPRS) (N=303) 
Factor Item Factor Loadings 
Thought disturbance Hostility  .86 
 Psychomotor Agitation .79 
 Suspiciouiusness  .74 
 Uncooperativeness .73 
 Exaggerated self-esteem .64 
Anxious-depression Psychic anxiety .83 
 Somatic concern .75 
 Somatic anxiety .72 
 Depressive mood .69 
 Self depreciation and guilt feeling .67 
Withdrawal-retardation Blunted or inappropriate affect .79 
 Psychomotor retardation .78 
 Disorientation and confusion .77 
 Conceptual disorganization .59 
Note. Factor loadings <.5 are suppressed. 
 
Internal consistency for each of the BPRS subscales was estimated using 
Cronbach’s alpha.  The alphas ranged from moderate to high--.80 for Thought 
disturbance, .82 for Anxious-depression, and .77 for Mobilization of Personal Social 
Networks. 
A correlation matrix was calculated to examine the direction and strength of the 
relationships between the scores for the three factors.  Positive moderate correlations 
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between each of composite scores of the three factors existed.  The correlation matrix 
for the scores on the three factors is presented in Table 13. 
 
Table 13 
 
Correlation Coefficients Between (N=303) Thought Disturbance, Anxious-Depression, 
and Withdrawal-Retardation 
Measure Thought 
disturbance 
Anxious- 
depression 
Withdrawal-retardation 
Thought disturbance - .381*** .343*** 
Anxious-depression -- - .351*** 
Withdrawal-retardation -- -- - 
*** ρ  < .001, two-tailed. 
 
Descriptive Analysis 
A heterogeneous group of 310 community mental health consumers participated 
in this study by completing the set of questionnaires.  Their ages ranged from 18 to 65 
years (M = 39.27, SD = 10.10).  One hundred and forty three participants were 
consumers from thirteen community rehabilitation centers whereas 167 were from 14 
half-way houses across eight Taiwan cities and counties.  Among them, 138 individuals 
came from the Taipei metropolitan area whereas 172 were from other cities and counties.  
On average, the age of onset of mental illness of the sample was 24.07 years (SD = 8.18), 
and the period of community mental health services the sample received currently was 
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18.72 months (SD = 15.53).  Table 14 presents information of age, onset of mental 
illness and services time relating to the different agencies.   
 
Table 14 
 
Demographic Information and Psychiatric Data (N=310) for Different Sites 
Community rehabilitation center(N=143)  Half-way house(N=167) 
Variable n Mean (SD) Range n Mean (SD) Range 
Age 141 34.58 8.52 39 167 43.23 9.64 44 
Onset of mental 
illness (years) 
140 22.43 7.19 39 145 25.65 8.77 49 
Service time 
(months) 
130 18.92 15.94 92 162 18.57 15.24 71 
 
A majority of the consumer participants had schizophrenia (70.6%), followed by 
mood disorders (17.1%).  It is obvious that the community rehabilitation center and the 
half-way house tended to accommodate more persons with schizophrenia (67.8% and 
73.1%, respectively).  Psychiatric data relating to the different agencies is presented in 
Table 15.  
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Table 15 
 
Psychiatric Diagnosis Information (N=310) for Different Sites 
Community rehabilitation center(N=143)  Half-way house(N=167) 
Category   n (%)  n (%) 
Schizophrenia  97 (67.8)  122 (73.1) 
Mood disorders  27 (18.9)  26 (15.6) 
Amnestic disorders 7 (4.9)  2 (1.2) 
Disorders usually first 
diagnosed in childhood 
7 (4.9)  1 (.6) 
Other diagnosis  0 (0.0)  2 (1.2) 
Missing  5 (3.5)  14 (8.4) 
 
Overall, the sample comprised more males (56.5%) than females, and more 
Islanders (53.1%) than all other ethnicities.  More than 48.0% of the sample reported 
earning a high school diploma with 24.4% reporting having some college degree or above.  
The great majority of the sample (79%) reported they did not have a job at that time 
while the rest (21%) indicated they had a part-time job rather than a full-time job (see 
Table 15). Overall, the sample was middle aged, more males than females, largely 
Islander, and unemployed (see Table 16).   
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Table 16 
 
Demographic Information (N=310) for Different Sites 
Community rehabilitation center(N=143)  Half-way house(N=167) 
Category   n (%)  n (%) 
Area       
Taipei  37 (25.9)  101 (60.5) 
Other cities  106 (74.1)  66 (39.5) 
Gender       
Male  78 (54.5)  97 (58.1) 
Female  65 (45.5)  70 (41.9) 
Employment status       
Yes  21 (14.7)  44 (26.3) 
No  122 (85.3)  123 (73.7) 
Ethnicity       
Mainlander  19 (13.3)  45 (26.9) 
Islander  83 (58.0)  79 (47.3) 
Hakka  19 (13.3)  18 (10.8) 
Aborigine  3 (2.1)  3 (1.80) 
Others  15 (10.5)  21 (12.6) 
Missing  4 (2.8)  1 (.6) 
Education       
Elementary  3 (2.1)  9 (5.4) 
Junior high  31 (26.7)  32 (19.2) 
High school  75 (52.4)  78 (46.4) 
BA and above  32 (22.4)  43 (25.7) 
Other   0 (0)  4 (2.4) 
Missing  2 (1.4)  1 (.6) 
 
The mean item RAS score was 3.77 (SD = .62), which was above the scale’s 
mid-point value of three.  On average, participants reported that they lived a satisfying 
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life within the constraints of their mental illness.  The mean ASCS score was .96 (SD =. 
703), which was much lower than the value found in the previous pilot study (M = 1.79, 
SD = .76).  In other words, mental health consumers seem to have less opportunities and 
abilities to access social capital, compared to the general population.  Table 17 
summarizes the mean and standard deviations of the three measures administered in this 
study (the RAS, BPRS, and ASCS).    
Table 17 
 
Mean and Standard Deviations of Scale level Measures (N=310) 
Measure Mean SD 
Overall Recovery Assessment Scale (RAS) 3.77 .62 
Goal and success orientation 3.80 .77 
Personal confidence and hope 3.86 .80 
Willingness to ask for help 3.93 .70 
Self-help 3.64 .76 
Not dominated by symptoms 3.60 .83 
Overall Brief Psychiatric Rating Scale (BPRS) .87 .56 
Thought disturbance .65 .69 
Anxious-depression 1.13 .79 
Withdrawal-retardation .84 .77 
Overall Access to Social Capital Scale (ASCS) .96 .70 
Access to persons with personal skills 1.11 .86 
Access to persons with public resources .53 .69 
Mobilization of personal social networks .99 .76 
Among three dimensions of access to social capital, the mean access to persons 
with public resources score was the lowest (M = .53, SD = .69), meaning that to access 
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public resources was the most difficult part for participants in the study.  The sum SFS 
score was 66.11 (SD = 14.75), indicating participants’ average social function level was 
moderate to high, based on Song’s empirical study (2001).   
The scores of the types of access to social capital range from 0 to 27.  Regarding 
the types of access to social capital among mental health consumers, participants were 
relied mainly on their own immediate family (M = 8.39, SD = 5.68), followed by 
acquaintances (M = 5.15, SD = 5.33) and friends (M = 5.10, SD = 5.40), respectively (see 
Table 18).  Because a majority of the participants did not have a job presently, their 
colleague support level was relatively low, compared to other types of access to capital.   
Table 18 
 
Mean and Standard Deviations of the Types of Access to Social Capital (N=277) 
Category Mean SD 
Immediate family 8.39 5.68 
Acquaintance  5.15 5.33 
Friend 5.10 5.40 
Wider family 3.55 4.76 
Neighborhood  1.37 2.68 
Colleague .39 1.28 
Bivariate Comparisons 
A series of exploratory analyses were conducted to explore bivariate relationships 
between the nominal variables and the scale variables.  Independent t-tests were used for 
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nominal level variables that were comprised of two categories and one-way ANOVA tests 
for nominal level variables that consisted of more than two categories.  Results indicated 
that the agency type was statistically associated with the overall objective recovery 
outcome ( 301t = 3.81, p < .001).  The participants in the community rehabilitation center 
(M = 1.00, SD = .56) reported lower overall objective recovery levels than did those in 
the half-way house (M = .76, SD = .54), which is expected in this study.  
It was found that the participants with a job (M = 99.21, SD = 15.65) scored 
significantly higher on overall subjective recovery than did those without a job (M = 
92.87, SD = 1,573), 308t  = 2.89, p < .01.  Results also suggested that participants with a 
job (M = 73.95, SD = 11.72) scored significantly greater on social functioning than did 
those without a job (M = 64.00, SD = 14.79), 292t  = 4.90, p < .001.  However, no 
significant association between employment status and access to social capital was found, 
308t  = 1.24, p > .05.  Table 19 summarizes the results of t-tests and one-way ANOVAs.  
The participants were divided into five groups according to their education level 
(Elementary, Junior High, High School, BA and above, and Other).  A one-way ANOVA 
comparing the groups on each of the four scale variables was then performed.  Results 
indicated that statistically significant differences among education levels on overall 
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subjective recovery existed ( 4,302F = 3.80, p < .001).  The effect size of education levels 
was .05, which is a medium effect size, according to Cohen (1988).  In order to 
understand which groups are responsible for the difference on overall subjective recovery, 
a Scheffé post hoc test was performed.  Results suggested that individuals with a high 
school diploma (M = 95.29, SD = 14.37) and college degree or above (M = 97.41, SD = 
15.68) scored significantly higher on overall subjective recovery than did those with a 
junior high diploma (M = 87.79, SD = 18.47).  
 
It was found that significant differences among education levels on social 
functioning existed ( 4,287F = 4.89, p < .001).  The effect size of education levels was .06, 
which is medium (Cohen, 1988).  A Scheffé post hoc test was employed as well.  
Results suggested that individuals with a college degree or above (M = 70.57, SD = 14.59) 
scored significantly higher on social functioning than did those with a junior high 
diploma (M = 60.12, SD = 16.55). 
The assumption of the homogeneity of variance was violated for the access to 
social capital variable (p < .05), which means the results of the one-way ANOVA test 
might be incorrect; thus, the Welch and Brown-Forsythe statistics were used.  The 
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significance values of these were both less than .05, so the null hypothesis was still 
rejected.  There were significant differences among education levels on overall access to 
social capital ( 4,302F  = 7.26, p < .0001).  The effect size of education levels was .09, 
which is medium. Results of the Games-Howell post hoc test showed that individuals 
with a college degree or above (M = 12.21, SD = .79) scored significantly higher on 
overall access to social capital than did those with a high school diploma (M = .92, SD 
= .64), junior high school diploma (M = .68, SD = .48) or elementary diploma (M = .52, 
SD = .27).  Also, individuals with a high school diploma (M = .68, SD = .48) scored 
significantly higher on overall access to social capital than did those with a junior high 
school diploma (M = .68, SD = .48) or an elementary diploma (M = .52, SD = .27).  
Next, the participants were divided into five groups according to their ethnicity 
(Mainlander, Islander, Hakka, Aborigine, and Other).  According to the results of a 
one-way ANOVA test, no significant differences were found on the scale variables, with 
the exception of the overall access to social capital ( 4,300F  = 2.45, p < .05) with an effect 
size of .03.  Because the assumption of the homogeneity of variance was violated (p 
< .05), the Welch and Brown-Forsythe statistics were then computed.  The significance 
values of these were both less than .05, supporting the results of the one-way ANOVA test.  
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Post hoc comparisons using Games-Howell test showed that the mean overall access to 
social capital score for Islander (M = .97, SD = .70) was significantly higher than the 
other ethnicity group (M = .72, SD = .37).  Finally, the psychiatric diagnoses of the 
participants were divided into five categories, including schizophrenia, mood disorders, 
amnestic disorders, disorders usually first diagnosed in childhood, and other diagnosis.  
There were no significant differences among psychiatric diagnosis categories on 
subjective recovery and objective recovery.  The result may be related to the fact that 
about 70% of participants in this study were diagnosed with schizophrenia. 
 
Table 19 
 
T-Test and One-Way ANOVA Comparisons Between Nominal Variables and Scale Level 
Variables 
Nominal variables Overall Subjective Recovery 
Agency types 308t  = -.37, p = .71 
Taipei area 308t  = 1.05, p = .267 
Gender 308t  = -.89, p = .37 
Employment status 308t  = 2.89, p = .004** 
Education 
4,302F  = 3.80, p = .005** 
Ethnicity  
4,300F  = .21, p = .93 
Psychiatric diagnosis 
4,286F  = 1.19, p = .32 
Nominal variables Overall Objective Recovery  
Agency types 301t  = 3.81, p < .001*** 
Taipei area 301t  = 1.28, p = .20 
 121 
Nominal variables Overall Objective Recovery  
Gender 301t  = .69, p = .49 
Employment status 301t  = -.55, p = .58 
Education 
4,295F  = .687, p = .61 
Ethnicity  
4,293F  = .81, p = .52 
Psychiatric diagnosis 
4,279F  = 1.16, p = .33 
Nominal variables Overall Access to Social Capital  
Agency types 308t  = .93, p = .35 
Taipei area 308t  = .12, p = .90 
Gender 308t  = .78, p = .44 
Employment status 308t  = 1.24, p = .22 
Education 
4,302F  = 7.26, p < .001*** 
Ethnicity  
4,300F  = 2.45, p = .047* 
Nominal variables Overall Access to Social Capital  
Psychiatric diagnosis 
4,286F  = 1.09, p = .36 
Nominal variables Social Functioning 
Agency types 292t  = 1.80, p = .07 
Taipei area 292t  = -.83, p = .41 
Gender 292t  = -.42, p = .68 
Employment status 292t  = 4.90, p < .001*** 
Nominal variables Social Functioning 
Education 
4,287F  = 4.89, p = .001** 
Ethnicity  
4,285F  = .40, p = .81 
Psychiatric diagnosis 
4,270F  = .40, p = .81 
*p < .05, ** p < .01, *** p < .001, two-tailed. 
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Although no association between the access to social capital level and the agency 
type was found, the agency type was statistically related to immediate family support and 
friend support.  The participants in the community rehabilitation center (M = 9.43, SD = 
5.08) had higher immediate family support levels than those in the half-way house (M = 
6.26, SD = 4.88), 275t  = 5.30, p < .001.  On the contrary, the friend support level among 
participants in the half-way house (M = 3.82, SD = 4.66) was significantly higher than 
that among those in the community rehabilitation center (M = 5.09, SD = 4.81), 275t  = 
-2.21, p < .001.  See Table 20 for the details.  
Table 20 
 
T-Test Comparisons Between the Type of Access to Social Capital for the Community 
Rehabilitation Center and the Half-Way House and the Effect Size (Cohen’s d) 
Type of access to 
social capital 
Community 
rehabilitation center 
Half-way house 
 
 Mean (SD) Mean (SD) 275t  p d 
Immediate family 9.43 (5.08) 6.26 (4.88) 5.30 <.001*** .64 
Wider family 3.58 (4.48) 2.70 (4.07) 1.72 .066 .21 
Friend 3.82 (4.66) 5.09 (4.81) -2.21 .027* .29 
Neighbor 1.38 (2.58) 1.02 (2.09) 1.28 .201 .15 
Colleague .30 (1.04) .44 (1.32) -.95 .343 .12 
Acquaintance 3.96 (4.33) 4.80 (4.90) -1.49 .136 .18 
*p<.05, *** p <.001, two-tailed. 
Table 21 lists bivariate relationships between interval or ratio level independent 
variables (age, onset of mental illness, and service-receiving period) and scale level 
 123 
variables.  For the most part, age, onset of mental illness and service-receiving time 
were unrelated to any of the scale level variables.  Age was inversely associated with 
social functioning ( 293r = -.17, p < .01, r
2 = .03).  The older individuals were likely to 
have lower social functioning levels.  Also, onset of mental illness was inversely related 
to social functioning ( 276r = -.16, p < .01, r
2 = .027).  Findings suggested the younger the 
individual was diagnosed having mental illness, the lower social functioning level he or 
she may have. 
 
Table 21 
 
Correlations Between Age, Onset of Metal Illness, Service-Receiving Period and Scale 
Level Variables 
Variables Age Onset of 
mental illness 
Service-receiving 
period 
Overall objective recovery -1.01 -.10 -.06 
Overall subjective recovery .017 -.01 .04 
Overall access to social 
capital 
-.04 -.07 -.01 
Social functioning -.17** -.16** .05 
*p < .05, ** p < .01, two-tailed. 
 
Bivariate relationships among the scale level measures were calculated using 
Pearson product moment correlations.  Table 22 provides the correlations between 
objective recovery, subjective recovery, access to social capital, and social functioning 
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scales.  No significant association between objective recovery and other scale measures 
was found. Access to social capital was positively associated with subjective recovery 
( 303r = .34, p < .001, 
2r = .12).  Higher access to social capital level was associated with 
more positive appraisals of subjective recovery.  Access to social capital was also 
positively associated with social functioning ( 294r = .47, p < .001, 
2r = .22).  Higher 
access to social capital was associated with greater positive perceptions of social 
functioning.  Moreover, social functioning was positively associated with subjective 
recovery ( 294r = .55, p < .001, 
2r = .30).  Higher social functioning was associated with 
more positive perceptions of subjective recovery.  
 
Table 22 
 
Correlations Between Measures of Objective Recovery, Subjective Recovery, Access to 
Social Capital and Social Functioning 
 Overall 
objective 
recovery  
Overall 
subjective 
recovery  
Overall access to 
social capital 
Social 
functioning 
Overall objective 
recovery  
- -.10 -.04 -.08 
Overall subjective 
recovery  
-- - .34*** .55*** 
Overall access to social 
capital 
-- -- - .47*** 
Social functioning -- -- -- - 
*** p < .001, two-tailed. 
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Table 23 lists the Pearson product moment correlations coefficients between 
indicators of subjective recovery subscales and access-to-social-capital subscales.   
 
Table 23 
 
Correlations Between Measures of Access to Social Capital and of Outcome Indicators of 
Subjective Recovery (the RAS subscales) 
 ASCS Factor 1: ASCS Factor 2: ASCS Factor 3: 
Measure  Access to Persons 
with Personal Skills 
Access to Persons 
with Public 
Resources 
Mobilization of 
Personal Social 
Networks 
RAS Factor 1: 
Goal and Success 
Orientation 
.24*** .26*** .33*** 
RAS Factor 2: 
Personal Confidence 
and Hope 
.14* .18** .26*** 
RAS Factor 3: 
Willingness to Ask 
for Help 
.24** .24*** .28*** 
RAS Factor 4: 
Self-help 
.20** .21*** .29*** 
RAS Factor 5: 
Not Dominated by 
Symptoms 
.17** .16** .25*** 
*p < .05, ** p < .01, *** p < .001, two-tailed. 
It was found that all of three access-to-social-capital subscales were significantly 
associated with all five subjective recovery subscales.  Access to persons with personal 
skills was positively associated with goal and success orientation ( 310r = .24, p < .001, 
2r
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= .06).  Higher access to persons with personal skills was associated with more positive 
perceptions of goal and success orientation.  Access to persons with personal skills was 
positively associated with personal confidence and hope ( 310r = .14, p < .05,
2r  =.02). 
 More opportunities of access to persons with personal skills was related to more 
positive appraisals of personal confidence and hope.  Access to persons with personal 
skills was positively associated with willingness to ask for help ( 310r = .24, p < .01, 
2r
= .06).  Higher access to persons with personal skills was related to more positive 
perceptions of willingness to ask for help.  Access to persons with personal skills was 
positively associated with self-help ( 310r = .20, p < .01, 
2r = .04).  Higher access to 
persons with personal skills was associated with more positive appraisals of self-help.  
Access to persons with personal skills was positively associated with not dominated by 
symptoms ( 310r = .17, p < .01, 
2r = .03).  More opportunities for access to persons with 
personal skills was related to greater perceptions of not dominated by symptoms.  
Access to persons with public resources was positively related to goal and success 
orientation ( 310r = .26, p < .001, 
2r = .07).  More opportunities of access to persons with 
public resources were related to more positive appraisals of goal and success orientation.  
Access to persons with public resources was positively associated with personal 
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confidence and hope ( 310r = .18, p < .01, 
2r = .03).  More opportunities of access to 
persons with public resources were associated with more positive perceptions of personal 
confidence and hope. Access to persons with public resources was positively associated 
with willingness to ask for help ( 310r = .24, p < .001, 
2r = .06).  Access to persons with 
public resources was positively associated with self-help ( 310r = .21, p < .001, 
2r = .04).  
More opportunities for access to persons with public resources were related to more 
positive appraisals of self-help.  Access to persons with public resources was positively 
related to not dominated by symptoms ( 310r = .16, p < .01, 
2r = .03).  More opportunities 
for access to persons with public resources were related to more positive perceptions of 
not dominated by symptoms.  
Mobilization of personal social network was positively related to goal and success 
orientation ( 310r = .33, p < .001, 
2r = .11).  Stronger mobilization of personal social 
network was related to more positive appraisals of goal and success orientation.  
Mobilization of personal social network was positively associated with personal 
confidence and hope ( 310r = .26, p < .01, 
2r = .07).  Stronger mobilization of personal 
social network was related to more positive perceptions of personal confidence and hope.  
Mobilization of personal social network was positively associated with willingness to ask 
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for help ( 310r = .28, p < .001, 
2r = .08).  Stronger mobilization of personal social 
network was related to higher positive perceptions of willingness to ask for help.  
Mobilization of personal social network was positively associated with self-help ( 310r
=.29, p < .001, 2r = .08).  Stronger mobilization of personal social network was related 
to positive appraisals of self-help.  Mobilization of personal social network was 
positively related to not dominated by symptoms ( 310r = .245, p < .001, 
2r = .06).  
Stronger mobilization of personal social network was associated more positive 
perceptions of not dominated by symptoms.  
Table 24 shows the Pearson product moment correlations coefficients between 
indicators of object recovery subscales and of access-to-social-capital subscales.  
Results indicated that both thought disturbance and anxious-depression were not 
statistically associated with any of the access-to-social-capital subscales whereas 
withdrawal-retardation was.  Access to persons with personal skills was inversely 
associated with withdrawal-retardation ( 307r = -.205, p < .01, 
2r = .04).  Findings 
suggested that people with more opportunities for access to persons with personal skills 
were more likely to be less socially withdrawn and mentally retarded.  Access to 
persons with public resources was inversely related to withdrawal-retardation ( 309r = -.11, 
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p < .05, 2r = .01).  People with more opportunities for access to persons with public 
resources were likely to be less socially withdrawn or mentally retarded.  Mobilization 
of personal social network was inversely associated with withdrawal-retardation ( 307r = 
-.15, p < .01, 2r = .02).  People with higher capability to mobilize their personal social 
network were more likely to be less socially withdrawn and mentally retarded. 
 
Table 24 
 
Correlations Between Measures of Access to Social Capital and of Outcome Indicators of 
Objective Recovery (the BPRS subscales) 
 ASCS Factor 1: ASCS Factor 2: ASCS Factor 3: 
Measure  Access to Persons 
with Personal Skills 
Access to Persons 
with Public 
Resources 
Mobilization of 
Personal Social 
Networks 
BPRS Factor 1: 
Thought disturbance 
-.02 .00 .00 
BPRS Factor 2: 
Anxious-depression 
.06 .06 .02 
BPRS Factor 3: 
Withdrawal-retardation 
-.21** -.11* -.15** 
Note. *p<.05, ** p <.01, two-tailed. 
Hierarchical Multiple Regression Analyses 
Hierarchical multiple regression was conducted to examine whether the access to 
social capital measures were significant predictors of the subjective and objective 
recovery outcomes after controlling the effects of other potentially confounding variables.  
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Table 25 shows the blocks of predictor variables in the hierarchical multiple regression 
model.   
Table 25 
 
Block of Variables in Hierarchical Multiple Regression Model 
Block  Block 1 
Personal 
information 
Block 2 
Agency 
information 
Block 3 
Social 
functioning 
Block 4 
Access to social 
capital  
Variable Gender Agency type Social 
functioning 
Access to 
persons with 
personal skills 
Ethnicity  Taipei area or 
not 
 Access to 
persons with 
public resources 
Education    Mobilization of 
personal social 
network 
Having a job    
Age    
Onset    
Diagnosis    
Service-receiving 
time 
   
 
Between two blocks of control variables, six variables (gender, ethnicity, 
education, having a job, diagnosis, agency type, and Taipei area) were categorical and so 
were dummy coded.  A dummy variable refers to “a variable that has been recorded so 
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that one of its categories has value of 1 and other category has a value of 0” (Singleton & 
Straits, 2005, p. 477).  By so doing, the researcher can transform categorical variables 
numerically for certain kinds of statistical analysis (Singleton & Straits, 2005).  In 
dummy coding, one category of a nominal variable would be coded as 0, and this 
category is known as the reference group. 
For gender, male was the reference group whereas female was the dummy coded 
variable.  For, ethnicity, islander was the reference category.  For education, junior high 
was the reference category.  For having a job, did not have a job was the reference 
category, and having a job was the dummy coded variable.  For diagnosis, the dummy 
coded variable was non-schizophrenia, and the reference category was schizophrenia.  
For agency type, the community rehabilitation center was the reference category, and the 
half-way house was the dummy coded variable.  Finally, for Taipei area or not, the 
dummy coded variable was non-Taipei area, and the reference category was Taipei area. 
Subjective Recovery Outcome 
The first model assessed the independent effects of three access-to-social- capital 
subscales (access to persons with personal skills, access to persons with public resources, 
and mobilization of personal social network) on overall subjective recovery, controlling 
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for the effects of blocks of personal information, agency information, and social 
functioning.  Hierarchical multiple regression analyses were also conducted to test 
whether any of the access-to-social-capital measures were significant predictors of the 
subjective recovery domains of goals and success orientation, personal confidence and 
hope, willingness to ask for help, self-help and not dominated by symptoms, in sequence, 
controlling for the effects of blocks of personal information, agency information, and 
social functioning.  
Overall subjective recovery.   Prior to analysis, it is essential to evaluate the 
assumptions of multiple regression (Tabachnick & Fidell, 2007).  First, multicollinearity 
was assessed by three statistics: tolerance, variance inflation factor (VIF), and condition 
index (CI).  Results showed that a majority of the tolerance values in the model ranged 
from .60 to .95, all VIF values were below 2.10, and most CI values were below 15, 
indicating that the presence of multicollinearity was not detected in the model.  Next, 
normality, linearity, and homoscedasticity of residuals were examined by checking 
scatterplots through analysis of residuals produced by the SPSS 17.0 program.  Figure 
4.1 suggested that the assumptions of normality, linearity, and homoscedasticity of 
residuals were met in the model (Tabachnick & Fidell, 2007).  Finally, independence of 
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errors was assessed by using the Durbin-Watson statistic, which is “a measure of 
autocorrelation of errors over the sequence of cases” (Tabachnick & Fidell, 2007, p128).  
The result showed the Durbin-Watson statistic was not significant, which means the 
assumption of independence of errors was met.  
 
Figure 5.  Predicted values of subjective recovery against residuals showing 
assumptions met. 
 
A block of personal information (age, gender, education, ethnicity, job status, 
diagnosis, the age of onset of mental illness, and service-receiving time) was entered in 
Step 1.  Next, a block of agency information (half-way house and non-Taipei area) was 
added in Step 2.  For Step 3, the social functioning measure was added.  Last, in Step 4, 
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three access-to-social-capital measures were included to determine whether a significant 
amount of the subjective recovery outcome was accounted for when controlling for the 
variance explained by blocks of personal information, agency information, and social 
functioning.  Table 26 displays the results of the hierarchical regression analysis 
predicting the aggregated subjective recovery. 
The overall regression model accounted for 36% of the variance in the aggregated 
subjective recovery (F = 8.12, p < .001).  The block of access to social capital did not 
account for an additional statistically significant proportion of variance in overall 
subjective recovery when the effects of blocks of study’s controls and social functioning 
were entered ( F∆ = 2.46, p > .05), one of the access-to-social-capital measures, 
mobilization of personal social network, was a significant predictor of overall subjective 
recovery ( β = .17, p < .05).  Social functioning remained a significant predictor ( β
= .47, p < .001) when the effects of blocks of control variables and access to social capital 
were entered.  One of the control variables, junior high, was still significantly inversely 
related to overall subjective recovery ( β = -.12, p < .05) whereas the other previous 
significant variable, having a job, was no longer significant ( β = -.00, p > .05), when 
blocks of social functioning and access to social capital were added into the model.  
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Compared to people with an elementary degree, people with a junior high degree tended 
to have lower perceptions of overall subjective recovery.  
These results led to the conclusion that mobilization of a personal social network 
did have a significant effect on overall subjective recovery whereas access to persons 
with personal skills and access to persons with public resources did not.  In addition, 
social functioning was the strongest effect in the model; however, its effect was reduced 
when the block of access to social capital variables was added.  
 
Table 26 
 
Results of Hierarchical Regression Analysis Predicting Aggregated Subjective Recovery 
Outcome 
Block of 
variables  
Variables 
within block 
Step 1 Step 2 Step 3 Step 4 
β  t β  t β  t β  t 
Personal 
info 
Female  .04 .59 .03 .53 .05 .93 .06 1.05 
Age  .06 .74 .03 .35 .05 .62 .04 .55 
Junior high -.21 -3.27
** 
-.21 -3.22
** 
-.12 -2.04
* 
-.11 -2.00
* 
Mainlander -.04 -.58 -.04 -.58 -.03 -.56 -.02 -.28 
Aborigine  .07 1.06 .07 1.00 -.02 -.35 -.03 -.57 
Other 
ethnicity 
.04 .676 .04 .66 .02 .43 .03 .51 
Non-schizo
phrenia  
.06 .99 .07 1.08 .06 1.13 .06 1.03 
Onset of 
mental 
illness 
-.03 -.33 -.02 -.20 .04 .52 .04 .66 
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Block of 
variables  
Variables 
within block 
Step 1 Step 2 Step 3 Step 4 
β  t β  t β  t β  t 
Service-rece
iving time 
.05 .84 .07 1.11 .04 .69 .04 .65 
Having a 
job 
.16 2.53
* 
.16 2.40
* 
.00 .05 .02 .25 
Agency info Hhalf-way 
house 
  .01 .13 .04 .69 .04 .66 
Non-Taipei 
area 
  -.07 -.98 -.08 -1.28 -.08 -1.27 
Social 
functioning 
Aggregated 
social 
functioning 
    .53 9.11
*** 
.47 7.41
*** 
Access to 
social 
capital 
Access to 
persons with 
personal 
skills 
      -.10 -1.28 
Access to 
persons with 
public 
resources 
      .06 .85 
Mobilization 
of personal 
social 
network 
      .17 2.22
* 
Regression 
model 
summary 
F 2.68** 2.32** 9.25*** 8.12*** 
2R  .10 .10 .34 .36 
F∆  2.68 .58 82.95 *** 2.46 
2R∆  .10 .004 .23 .02 
Note. F∆ = changeF ; 
2
change
R  = 2R∆ . * p < .05; ** p < .01; *** p < .001. 
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An additional hierarchical regression analysis was conducted to test whether 
social functioning moderated the relationship between mobilization of personal social 
network and overall subjective recovery.  Table 27 presents the results of the 
hierarchical regression analysis.  
 
Table 27 
 
Results of Hierarchical Regression Analysis: Interaction Measure Predicting Overall 
Subjective Recovery 
Variable  Step 1 Step 2 Step 3 
β  t β  t β  t 
Social functioning .55 11.25*** .49 9.15*** .48 8.30*
** 
Mobilization of personal 
social network 
  .13 2.46* .17 2.53* 
Interaction (Social 
functioning* social network) 
    -.05 -.89 
Model summary F 126.54*** 67.39*** 45.16*** 
2R  .30 .32 .32 
F∆  126.54 6.06 .80 
2R∆  .30 .01 .002 
Note. F∆ = changeF ; 
2
change
R  = 2R∆ . * p <.05; *** p <.001 
In order to reduce multicollinearity and other problems, all of these variables were 
centered by taking the original variable minus the group mean variable.  In Step 1, the 
centered variable social functioning was entered.  In Step 2, the centered variable 
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mobilization of personal social network was added.  Last, the interaction (centered 
social functioning * centered mobilization of personal social network) was entered to 
evaluate whether the interaction accounted for a significant proportion of variance above 
social functioning and mobilization of personal social network. 
Results suggested that the interaction term did not have a significant effect on 
overall subjective recovery outcome ( β = -.05, p > .05), indicating social functioning was 
not a moderator between mobilization of personal social network and subjective recovery, 
and social functioning in effects on overall subjective recovery.   
Goal and success orientation.  Assumptions of absence of multicollinearity, 
absence of normality, linearity, and homoscedasticity of residuals, and independence of 
errors were all met in the model.  Results of hierarchical regression analyses predicting 
goal and success orientation are presented in Table 28.  The overall regression model 
accounted for 30% of the variance in goal and success orientation (F = 6.21, p < .001).  
Unexpectedly, none of access to persons with personal skills, access to persons with 
public resources, and mobilization of personal social network had significant effects on 
goal and success orientation (β  = -.06, p > .05; β  = .18, p > .05; β  = .14, p > .05, 
respectively), controlling for all other variables.  Social functioning remained a strong 
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predictor of goal and success orientation when the block of access to social capital was 
added in the model ( β  = 6.56, p < .001).  Both blocks of personal information and 
agency information did not have significant effects on goal and success orientation.  
Social functioning accounted for an additional statistically significant proportion of 
variance in goal and success orientation, after the study’s controls were entered ( F∆ = 
69.57, p < .001).  In addition, social functioning remained a significantly strong 
predictor ( β  = .47, p < .001) when blocks of control variables and access to social 
capital were included.  Therefore, we may conclude that social functioning was the only 
significant predictor of goal and success orientation in the model. 
 
Table 28 
 
Results of Hierarchical Regression Analysis Predicting Goal and Success Orientation 
Block of 
variables  
Variables 
within block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
Personal 
info 
Female  .04 .59 .04 .59 .05 .96 .06 1.06 
Age  -.04 -.50 -.09 -1.04 -.08 -.97 -.09 -1.12 
Junior high -.11 -1.66 -.11 -1.63 -.02 -.33 -.01 -.24 
Mainlander -.02 -.23 -.01 -.18 -.01 -.12 .01 .22 
Aborigine  .08 1.20 .08 1.20 -.00 -.02 -.02 -.33 
Other 
ethnicity 
.06 .91 .05 .82 .03 .61 .04 .71 
Non-schizoph
renia  
.07 1.11 .08 1.19 .07 1.24 .07 1.18 
Onset of -.06 -.81 -.05 -.67 -.01 -.07 .00 .05 
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Block of 
variables  
Variables 
within block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
mental illness 
Service-receiv
ing time 
.02 .28 .03 .48 .00 .00 .00 .05 
Having a job .11 1.77 .10 1.43 -.05 -.82 -.04 -.59 
Agency info Half-way 
house 
  .07 .96 .11 1.58 .11 1.61 
Non-Taipei 
area 
  -.05 -.63 -.05 -.85 -.05 -.83 
Social 
functioning 
Aggregated 
social 
functioning 
    .51 8.34*
** 
.44 6.56**
* 
Access to 
social 
capital 
Access to 
persons with 
personal skills 
      -.06 -.71 
Access to 
persons with 
public 
resources 
      .08 1.15 
Mobilization 
of personal 
social 
network 
      .14 1.77 
Regression 
model 
summary 
F 1.46 1.37 6.98*** 6.21*** 
2R  .06 .06 .28 .30 
F∆  1.46 .93 69.57*** 2.34 
2R∆  .06 .01 .21 .02 
Note. F∆ = changeF ; 
2
change
R  = 2R∆ . *** p <.001 
Personal confidence and hope.  Assumptions of absence of multicollinearity, 
absence of normality, linearity, and homoscedasticity of residuals, and independence of 
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errors were all met in the model.  The overall regression model accounted for 28% of 
the variance in personal confidence and hope (F = 5.60, p < .001).  Two of the access to 
social capital measures, access to persons with personal skills and mobilization of 
personal social network, were significant predictors of personal confidence and hope ( β  
= -2.27, p < .05; β  = 2.53, p < .05, respectively), when the effects of blocks of control 
variables and social functioning were entered.  Access to persons with personal skills 
had an inverse effect on personal confidence and hope, which was contrary to the 
researcher’s expectation.  The block of access to social capital accounted for an 
additional statistically significant proportion of variance in personal confidence and hope 
( F∆ = 2.98, p < .05).  Social functioning was a strong predictor of personal confidence 
and hope when the block of access to social capital was added into the model ( β  = 5.83, 
p < .001).  When the block of access to social capital was added, non-Taipei area 
remained a significant predictor of personal confidence and hope ( β  = -2.41, p < .05), 
indicating living in non-Taipei area had an inverse effect on the participants’ perceptions 
of personal confidence and hope.  Table 29 displays the results of the hierarchical 
regression analysis predicting personal confidence and hope.  
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Table 29 
 
Results of Hierarchical Regression Analysis Predicting Personal Confidence and Hope 
Block of 
variables  
Variables within 
block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
Personal 
info 
Female  .04 .69 .04 .57 .05 .87 .06 .97 
Age  .12 1.49 .07 .78 .08 1.02 .08 1.05 
Junior high -.18 -2.72*
* 
-.17 -2.63
** 
-.10 -1.58 -.10 -1.62 
Mainlander -.05 -.72 -.05 -.74 -.04 -.73 -.03 -.51 
Aborigine  .03 .50 .03 .38 -.05 -.74 -.05 -.77 
Other ethnicity .02 .24 .02 .25 .00 .01 .00 .03 
Non-schizophrenia  .06 .87 .07 1.07 .06 1.08 .06 .96 
Onset of mental 
illness 
-.01 -.14 .01 .126 .05 .71 .06 .87 
Service-receiving 
time 
.04 .69 .09 1.30 .06 .96 .05 .83 
Having a job .13 2.00* .13 1.90 .00 .01 .01 .20 
Agency 
info 
In a half-way 
house 
  .00 .00 .03 .42 .02 .34 
Non-Taipei area   -.15 -2.09
* 
-.16 -2.41
* 
-.16 -2.41* 
Social 
functioning 
Aggregated social 
functioning 
    .43 7.00*
** 
.40 5.83**
* 
Access to 
social 
capital 
Access to persons 
with personal 
skills 
      -.18 -2.27* 
Access to persons 
with public 
resources 
      .05 .70 
Mobilization of 
personal social 
network 
      .20 2.53* 
Regressio
n model 
F 1.97* 2.07* 6.06*** 5.60*** 
2R  .08 .09 .25 .28 
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Block of 
variables  
Variables within 
block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
summary F∆  1.97* 2.42* 50.00*** 2.98* 
2R∆  .08 .02 .15 .03 
Note. F∆ = changeF ; 
2
change
R  = 2R∆ . * p < .05; ** p < .01; *** p < .001. 
 
Willingness to ask for help.   None of the assumptions of absence of 
multicollinearity, absence of normality, linearity, homoscedasticity of residuals, and 
independence of errors was violated in the model.  The overall regression model 
accounted for 24% of the variance in willing to ask for help (F = 4.77, p < .001).  When 
the effects of control variables and social functioning were entered, access to social 
capital did not account for an additional statistically significant proportion of variance.  
Access to persons with personal skills, access to persons with public resources, and 
mobilization of personal social network had no significant effect on willingness to ask for 
help ( β  = .02, p > .05; β  = .09, p > .05; β  = .06, p > .05, respectively).  Social 
functioning remained a strong predictor of willingness to ask for help when the block of 
access to social capital was added into the model ( β  = 4.90, p < .001).  Having a job 
was a significant predictor in the model when a block of agency information was added 
into the model ( β  = .15, p < .05); however, it was not significant when social 
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functioning was added ( β  = .04, p > .05).  Junior high degree retained a significantly 
inverse effect on willingness to ask for help when the block of access to social capital 
was included in the model (β  =-.15, p < .05).  Table 30 displays the results of 
hierarchical regression analysis predicting willingness to ask for help.  
 
Table 30 
 
Results of Hierarchical Regression Analysis Predicting Willingness 
to Ask for Help 
Block of 
variables  
Variables within 
block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
Personal 
info 
Female  .04 .63 .04 .56 .05 .83 .05 .88 
Age  .03 .40 .04 .47 .05 .66 .04 .47 
Junior high -.23 -3.56
*** 
-.23 -3.50
*** 
-.16 -2.57
* 
-.15 -2.47
* 
Mainlander -.04 -.69 -.05 -.72 -.04 -.71 -.03 -.42 
Aborigine  .00 .05 -.00 -.02 -.07 -1.08 -.09 -1.40 
Other ethnicity .01 .23 .02 .29 .00 .07 .01 .18 
Non-schizophrenia  .11 1.69 .11 1.72 .10 1.78 .10 1.78 
Onset of mental 
illness 
-.07 -.85 -.06 -.79 -.02 -.32 -.02 -.24 
Service-receiving 
time 
.02 .27 .03 .45 .00 .07 .01 .19 
Having a job .14 2.24
* 
.15 2.33
* 
.04 .59 .05 .77 
Agency 
info 
In a half-way 
house 
  -.05 -.69 -.03 -.36 -.02 -.29 
Non-Taipei area   -.05 -.69 -.06 -.86 -.05 -.83 
Social 
functioning 
Aggregated social 
functioning 
    .40 6.43
*** 
.34 4.90
*** 
Access to Access to persons       .02 .20 
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social 
capital 
with personal 
skills 
Access to persons 
with public 
resources 
      .09 1.15 
Mobilization of 
personal social 
network 
 
      .06 .75 
Regressio
n model 
summary 
F 2.50** 2.13* 5.48*** 4.77*** 
2R  .09 .10.23  .24 
F∆  2.50** .37 41.34*** 1.55 
2R∆  .09 .003 .133 .02 
Note. F∆ = changeF ; 
2
change
R  = 2R∆ . * p < .05; ** p < .01; *** p < .001. 
Self-help.  Assumptions of absence of multicollinearity, absence of normality, 
linearity, and homoscedasticity of residuals, and independence of errors were all met in 
the model.  Results of the hierarchical regression analysis predicting self-help are 
presented in Table 31.  The overall regression model accounted for 27% of the variance 
in self-help (F = 5.41, p < .001).  Unexpectedly, access to persons with personal skills, 
access to persons with public resources, and mobilization of personal social network had 
no significant effects on self-help ( β  = -.08, p > .05; β  = .01, p > .05; β  = .15, p 
> .05, respectively), when all other variables were controlled.  Social functioning 
accounted for an additional statistically significant proportion of variance in self-help 
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( F∆ = 57.13, p < .001).  In addition, social functioning remained a strong predictor of 
self-help when a block of access to social capital was added into the model (β  = 6.26, p 
< .001).  Both blocks of personal information and agency information did not have 
significant effects on self-help when a block of social capital variables was added.  
Junior high degree was a significant predictor of self-help when the block of agency 
information was added into the model ( β  = -2.61, p < .01), but was not significant when 
social functioning was included ( β  = -.09, p > .05).  In the final model, therefore, 
social functioning was the only statistically significant predictor of self-help. 
 
Table 31 
 
Results of Hierarchical Regression Analysis Predicting Self-Help 
Block of 
variables  
Variables 
within block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
Personal 
info 
Female  .02 .37 .02 .33 .04 .63 .04 .74 
Age  .03 .38 .02 .17 .03 .37 .03 .36 
Junior high -.17 -2.65
** 
-.17 -2.61
** 
-.09 -1.50 -.09 -1.46 
Mainlander -.05 -.77 -.05 -.77 -.05 -.78 -.04 -.60 
Aborigine  .11 1.61 .11 1.56 .03 .47 .02 .34 
Other 
ethnicity 
.03 .53 .03 .52 .02 .30 .02 .35 
Non-schizoph
renia  
-.00 -.07 .00 -.01 -.01 -.11 -.01 -.22 
Onset of 
mental illness 
.01 .13 .02 .21 .06 .85 .07 .93 
Service-receiv .07 1.12 .09 1.26 .06 .91 .05 .84 
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Block of 
variables  
Variables 
within block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
ing time 
Having a job .12 1.85 .12 1.76 -.02 -.28 -.01 -.18 
Agency info In a half-way 
house 
  .00 -.01 .03 .45 .03 .39 
Non-Taipei 
area 
  -.05 -.63 -.05 -.82 -.05 -.83 
Social 
functioning 
Aggregated 
social 
functioning 
 
    .47 7.56*
** 
.43 6.26**
* 
 
Access to 
social 
capital 
Access to 
persons with 
personal skills 
      -.08 -.98 
Access to 
persons with 
public 
resources 
      .01 .17 
Mobilization 
of personal 
social 
network 
      .150 1.86 
Regression 
model 
summary 
F 2.0* 1.69 6.32*** 5.41*** 
2R  .08 .08 .26 .27 
F∆  2.0* .22 57.13*** 1.3 
2R∆  .08 .002 .18 .01 
Note. F∆ = changeF ; 
2
change
R  = 2R∆ . * p < .05; ** p < .01; *** p < .001. 
Not dominated by symptoms.  Assumptions of the multiple regression model 
were all met in the model as well.  The overall regression model accounted for 21% of 
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the variance in not dominated by symptoms (F = 4.0, p < .001).  Like the 
aforementioned dimensions of goal and success orientation and self-help, access to 
persons with personal skills, access to persons with public resources, and mobilization of 
personal social network did not have significant effects on not dominated by symptoms 
( β  = -.09, p > .05; β  = .01, p > .05; β  = .13, p > .05, respectively), when the effects 
of blocks of control variables and social functioning were controlled. Social functioning 
accounted for an additional statistically significant proportion of variance in not 
dominated by symptoms, after the study’s controls were entered ( F∆ = 32.45, p < .001).  
Meanwhile, social functioning remained a strong predictor of not dominated by 
symptoms when a block of access to social capital was added ( β = 4.78, p < .001).  
When the block of agency information was added into the model, it did not account for 
an additional statistically significant proportion of variance in not dominated by 
symptoms ( F∆ = .04, I > .05), controlling for the block of personal information.  Junior 
high degree had a significant inverse effect on not dominated by symptoms when blocks 
of social functioning and access to social capital were included ( β  = -2.04, p < .05).  
Overall, social functioning was the most powerful predictor of not dominated by 
symptoms in the model, whereas none of the access to social capital measures had a 
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significant effect on the outcome variable.  Results of the hierarchical regression 
analysis predicting not dominated by symptoms are displayed in Table 32. 
 
Table 32 
 
Results of Hierarchical Regression Analysis Predicting Not Dominated by symptoms  
Block of 
variables  
Variables 
within block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
Personal 
info 
Female  .01 .08 .01 .10 .02 .30 .02 .37 
Age  .11 1.38 .11 1.22 .12 1.43 .12 1.44 
Junior high -.19 -2.93
** 
-.19 -2.93
** 
-.13 -2.05
* 
-.13 -2.04* 
Mainlander .01 .16 .01 .18 .02 .25 .02 .36 
Aborigine  .05 .72 .05 .74 -.01 -.16 -.01 -.20 
Other 
ethnicity 
.06 .90 .06 .87 .04 .71 .04 .73 
Non-schizoph
renia  
.04 .64 .04 .62 .04 .59 .03 .50 
Onset of 
mental illness 
.02 .27 .02 .24 .05 .73 .06 .80 
Service-receiv
ing time 
.07 1.02 .06 .90 .04 .59 .03 .51 
Having a job .16 2.60
** 
.16 2.44
* 
.06 .87 .06 .94 
Agency info In a half-way 
house 
  .02 .21 .04 .56 .04 .50 
Non-Taipei 
area 
  .02 .23 .01 .16 .01 .16 
Social 
functioning 
Aggregated 
social 
functioning 
    .36 5.70*
** 
.34 4.78**
* 
Access to 
social 
Access to 
persons with 
      -.09 -1.09 
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Block of 
variables  
Variables 
within block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
capital personal skills 
Access to 
persons with 
public 
resources 
      .01 .18 
Mobilization 
of personal 
social 
network 
      .13 1.50 
Regression 
model 
summary 
F 2.57** 2.13* 4.72*** 4.0*** 
2R  .10 .10 .20 .21 
F∆  2.57** .04 32.45*** .89 
2R∆  .10 .00 .11 .01 
Note. F∆ = changeF ; 
2
change
R  = 2R∆ . * p < .05; ** p < .01; *** p < .001. 
Objective Recovery Outcome 
Overall objective recovery.  The independent effects of the 
access-to-social-capital measures on overall objective recovery, controlling for the effects 
of blocks of personal information, agency information and social functioning measure, 
were examined using a hierarchical multiple regression analysis.  
Assumptions of a multiple regression model were assessed at the beginning.  
First, results showed that a majority of the tolerance values in the model ranged from .60 
to .96, all VIF values below 2.10, and most CI values were below 15, supporting the 
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absence of multicollinearity in the model.  Next, normality, linearity, and 
homoscedasticity of residuals were examined by checking scatterplots through analysis of 
residuals produced by the SPSS 17.0 program.  Figure 6 suggested that the assumptions 
of normality, linearity, and homoscedasticity of residuals were met in the model 
(Tabachnick & Fidell, 2007).  Finally, the result showed the value of Durbin-Watson 
statistic was 1.97, which was not significant, suggesting the assumption of independence 
of errors was met.  Therefore, assumptions of the multiple regression were met in the 
model.  
 
Figure 6.  Predicted values of objective recovery against residuals showing assumptions 
met. 
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A block of control variables (age, gender, education, ethnicity, job status, 
diagnosis, the age of onset of mental illness and service-receiving time) was entered in 
Step 1.  Next, a block of agency information (half-way house and non-Taipei area) was 
added in Step 2, following the social functioning measure in Step 3.  Last, in Step 4, 
three access to social capital measures (access to persons with personal skills, access to 
persons with public resources, and mobilization of personal social network) were added 
to determine whether a significant amount of in the objective recovery outcome were 
accounted for when controlling for the variance explained by three blocks of personal 
information, agency information and social functioning measure.  Results of the 
hierarchical regression analysis predicting overall objective recovery are presented in 
Table 33.  
 
Table 33 
 
Results of Hierarchical Regression Analysis Predicting Objective  
Recovery Outcome 
Block of 
variables  
Variables 
within block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
Personal 
info 
Female  -.04 -.56 -.05 -.82 -.06 -.89 -.06 -.99 
Age  -.03 -.34 .00 .00 -.00 -.05 .00 -.01 
Junior high -.08 -1.20 -.07 -1.03 -.10 -1.50 -.11 -1.61 
Mainlander .04 .52 .03 .39 .02 .36 .02 .31 
Aborigine  -.03 -.40 -.05 -.65 -.02 -.24 -.00 -.02 
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Block of 
variables  
Variables 
within block 
Stage 1 Stage 2 Stage 3 Stage 4 
β  t β  t β  t β  t 
Other 
ethnicity 
-.04 -.58 -.02 -.36 -.02 -.27 -.02 -.34 
Non-schizoph
renia  
-.04 -.58 -.03 -.39 -.02 -.33 -.02 -.27 
Onset of 
mental illness 
-.10 -1.27 -.09 -1.09 -.11 -1.33 -.10 -1.30 
Service-receiv
ing time 
-.10 -1.56 -.06 -.82 -.05 -.68 -.05 -.73 
Having a job -.09 -1.37 -.05 -.71 .00 .04 .01 .14 
Agency info Half-way 
house 
  -.17 -2.29
* 
-.18 -2.46
* 
-.19 -2.45* 
Non-Taipei 
area 
  -.18 -2.45
* 
-.17 -2.45
* 
-.17 -2.40* 
Social 
function 
Social 
function 
    -.18 -2.61
** 
-.15 -1.94 
Access to 
social 
capital 
Access to 
persons with 
personal skills 
      -.10 -1.11 
Access to 
persons with 
public 
resources 
      .06 .720 
Mobilization 
of personal 
social 
network 
      -.04 -.44 
Regression 
model 
summary 
F .94 1.53 1.97* 1.74* 
2R  .04 .07 .10 .11 
F∆  .94 4.32* 6.70** .77 
2R∆  .04 .03 .03 .01 
Note. F∆ = changeF ; 
2
change
R  = 2R∆ . * p <.05. 
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The overall regression model accounted for only 11% of the variance in overall 
objective recovery (F = 1.74, p < .05).  Results indicated that none of three 
access-to-social-capital measures, access to persons with personal skills, access to 
persons with public resource, and mobilization of personal social network, had a 
significant effect on overall objective recovery ( β  = .10, p > .05; β  =.06, p > .05; β  
= -0.4, p > .05, respectively), when the effects of blocks of control variables and social 
functioning were entered.  Social functioning was a significant predictor ( β  = -.18, p 
< .01), controlling for the effects of blocks of personal information and agency 
information; however, when the block of access to social capital was added, social 
functioning became not a significant predictor of overall objective recovery ( β  = -.15, p 
> .05). 
The block of agency information had accounted for an additional statistically 
significant proportion of variance in overall objective recovery, when the block of 
personal information was previously entered into the model ( F∆ = 4.32, p < .05).   
Both half-way house and non-Taipei area had significant inverse effects on overall 
objective recovery ( β  = -.19, p < .05; β  = -.17, p < .05, respectively).  People in the 
half-way house had lower perceptions of overall objective recovery than did those in the 
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community rehabilitation center.  Meanwhile, people who lived outside the Taipei area 
had lower perceptions of overall objective recovery than did those living in the Taipei 
area. 
It was concluded that neither the block of access to social capital nor the block of 
social functioning had effects on overall objective recovery in the model, when the 
effects of control variables were removed.  However, the block of agency information 
had a significant effect on overall objective recovery. 
 
Testing Access to Social Capital as a Mediator 
The researcher tested whether access to social capital mediated the relationship 
between social functioning and overall subjective recovery by following the 
recommendations of Baron and Kenny (1986).  Accordingly, at lest three conditions are 
supposed to be met in a mediation model: (a) the independent variable (X) is significantly 
correlated with the mediator (M) (see Figure 7, Path a), (b) the mediator significantly 
affects the outcome variable (Y) (see Figure 7, Path b), (c) when Paths a and b are 
controlled, a previous significant association between X and Y is no longer significant 
(and so Path c is zero), which is a complete mediation.  When the previous path from X 
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to Y is reduced in absolute size but still differs from zero after controlling for M, it is a 
partial mediation (Baron & Kenny, 1986; Preacher & Hayes, 2004) 
 
 
 
 
Figure 7  Illustration of a mediation design. Cited in “The Moderator-Mediator Variable 
Distinction in Social Psychological Research,” by Baron and Kenny, 1986. Journal of Personality and 
Social Psychology, 51(6), p. 1176. 
 
A macro for SPSS that provides a test of the indirect effect using the Sobel test 
was used to examine the mediation effect of access to social capital on the relationship 
between social functioning and overall subjective recovery.  The macro was developed 
by Preacher and Hayes (2004).  Results indicated that there was a significant mediation 
effect in the model (z = 2.06, p < .05), and the standardized coefficient value of the 
indirect effect was .06.  The previous significant association between social functioning 
and overall subjective recovery remained significant after controlling for other direct 
effects, indicating access to social capital provided partial mediation rather complete 
 Mediator 
                a                       b 
 
  
                          c 
Independent Variable                          Outcome Variable 
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mediation in the model.  Therefore, it was concluded that access to social capital 
significantly mediated the relationship between social capital and subjective recovery.  
Table 34 displays the results of the mediation effect of access to social capital on the 
relationship between social functioning and overall subjective recovery.  
 
Table 34 
 
Results of the Mediation Effect of Access to Social Capital on the Relationship Between 
Social Functioning and Overall Subjective Recovery 
Direct effect of the variable B SE B t  
b(YX) .60 .05 11.25*** 
b(MX) .02 .00 9.00*** 
b(YM.X) 2.77 1.30 2.13* 
b(YX.M) .54 .06 9.02*** 
Indirect effect β = .06, z = 2.06, p <.05 
Note. b (YX) is the total effect of social functioning on subjective recovery; b (MX) is the total effect of 
social functioning on access to social capital; b (YM.X) is the effect of access to social capital on subjective 
recovery, controlling for social functioning; b (YX.M) is the effect of social functioning on subjective 
recovery, controlling for access to social capital. B is un-standardized coefficient.  
* p < .05; *** p < .001. 
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CHAPTER FIVE.  DISCUSSION 
The main purpose of this study was to explore the effect of access to social capital 
on perceptions of recovery from mental illness.  According to the literature review and 
the assumptions of the study, it was expected that access to social capital was 
significantly associated with recovery from mental illness, controlling for other variables. 
Four research questions were addressed in the study.  
Conclusions: Research Question 1 
Question 1 was posited to explore the extent of access to social capital among 
consumers living in the community.  To answer this question, a series of principal 
components factor analyses were conducted to examine the dimensions of a measure of 
access to social capital.  Three dimensions of access to social capital emerged from the 
analyses: access to persons with personal skills, access to persons with public resources, 
and mobilization of personal social network.  Internal consistency reliability for each 
dimension was Cronbach’s alpha .68, .82, and .93, respectively.  The first two 
dimensions refer to opportunities for consumers living in the community to access 
personal and public resources, whereas the last one stands for the willingness and abilities 
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of consumers to mobilize their own personal social networks when needed.  Among the 
three dimensions of access to social capital, the mean score of access to persons with 
public resources was the lowest, indicating consumers had more opportunity to access 
and mobilize personal support than public resources.  Compared to the previous pilot 
study, as expected, individuals with mental illness in the study had much lower levels of 
each dimension of access to social capital than the general population.  The results were 
similar to a Hong Kong study that suggested persons with psychiatric disabilities living in 
the community are more likely to have a small social network (Yau, Leung, & Leung, 
2005).  
There were six types of social capital sources in the study: immediate family, 
wider family, friend, colleague, neighborhood, and acquaintance.  As expected, 
immediate family was the most important social capital resource for consumers in the 
study. This finding is consistent with the results of other psychiatric-related studies 
(Froland, Brodsky, Olson, & Stewart, 2000; Pernice-Duca, 2005; Pinto, 2006).  The 
mean acquaintance score was slightly higher than the mean score for friend.  The 
possible explanation for this phenomenon was that during the data collection process, 
some consumers were more likely to classify staff and peers in the agency as 
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acquaintances rather than friends, based on their subjective perceptions of the relationship.  
On the other hand, according to the weak-tie theory advanced by Granovetter (1983), the 
weak tie provides useful and unusual advantages under some circumstances.  It is 
possible that the weak social tie of acquaintance played an important role in consumers’ 
daily life, which offers possible resources for consumers when needed. Further study is 
needed to clarify this association.  Not surprisingly, colleague support was the least 
highly rated social capital type that consumers could use; most participants did not have a 
job during the data collection period.   
In sum, three dimensions of access to social capital were found in the study: 
access to persons with personal skills, access to persons with public resources, and 
mobilization of personal social network.  Immediate family support was the most 
important source of consumers’ access to social capital and colleague support was the 
least important. 
 
Conclusions: Research Question 2 
Question 2 was posed to examine whether different community mental health 
programs lead to different levels of access to social capital of their consumers.  
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According to the Department of Health in Taiwan, the community rehabilitation center 
aims to provide a diverse environment and vocational training for consumers to help 
them improve social skills and live in the community independently, whereas the 
half-way house is to serve as a protective, temporary, and supportive environment for 
consumers discharged from the hospital before they return home (Shiu, 2009).  
Accordingly, individuals in the community rehabilitation center were expected to have 
higher levels of access to social capital than did those in the half-way house in the study.  
In general, the levels of access to social capital dimensions among consumers in the 
community rehabilitation center did not differ from those in the half-way house.  Also, 
the subjective recovery levels among consumers in the community rehabilitation center 
were not different from those in the half-way houses.  Unlike consumers who lived in 
the half-way house alone, a majority of consumers in the community rehabilitation center 
lived with their family and were supposed to have more access to social networks and 
supports in the community.  However, many community rehabilitation centers focused 
on social skills training and vocational training, but failed to create a supportive 
environment to provide more social activities in which consumers can develop reciprocal 
support networks with other people.  It is possible that consumers in different types of 
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agencies received similar services in that their levels of access to social capital did not 
distinguish from each other. 
Unexpectedly, employed consumers did not have access to more social capital 
compared with those who were unemployed, which is not consistent with previous 
studies (Dutt &Webber, 2009; Webber & Huxley, 2007).  A majority of employed 
consumers had part-time jobs rather full-time jobs, such as cleaning, dishwashing, or 
flyer delivery, which may not provide many opportunities for consumers to extend their 
levels of access to social capital. 
A significant relationship between the agency type and the types of access to 
social capital was found in the study.  Consumers in the community rehabilitation center 
had higher immediate family support levels than those in the half-way house.  On the 
other hand, consumers in the half-way house had higher friend support levels than those 
in the community rehabilitation center.  In a study of social support and social 
adjustment of persons with mental illness, Froland et al. (2000) found that consumers 
who live with family in the community tend to ask immediate family members for 
support.  Because a majority of consumers in the community rehabilitation center were 
living with their own families, it was not surprising that their immediate family support 
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was higher than those living in the half-way house.  On the other hand, in Taiwan, the 
half-way house provides an alternative and supportive home-like environment for 
consumers who had no family to stay with or could not go back to live with their family 
for some reason.  Under this circumstance, it is reasonable to conclude that consumers 
in the half-way house had higher motivation to make friends with other people and then 
developed a stronger friend support system than those in the community rehabilitation 
center.  
In sum, the findings failed to support the hypothesis that different agency types 
may lead to different levels of access to social capital dimensions.  Moreover, no 
association was found between employment status and agency type.  However, it was 
found that different agency type was related to the type of social capital sources, 
especially the types of immediate family and friend supports, which is in accord with 
previous social network and social relation related studies (Froland et al., 2000; Yau et al., 
2005).  
Conclusions: Research Question 3 
Question 3 addressed the association between access to social capital and 
recovery from mental illness.  The outcome variables included subjective and objective 
 164 
recovery measures.  Subjective recovery comprised five dimensions (goal and success 
orientation, personal confidence and hope, willingness to ask for help, self-help, and not 
dominated by symptoms), whereas objective recovery included three dimensions (thought 
disturbance, anxious-depression, and withdrawal-retardation).  
Overall access to social capital was positively related to overall subjective 
recovery.  Individuals with higher levels of access to social capital had more positive 
perceptions of subjective recovery.  Moreover, all three access-to-social-capital 
dimensions were positively associated with all five subjective recovery dimensions.  
Individuals with more opportunities to access personal skills had more positive appraisals 
of goal and success orientation, personal confidence and hope, willingness to ask for help, 
self-help, and not dominated by symptoms.  Next, individuals with more opportunities 
to access public resources had more positive appraisals of goal and success orientation, 
personal confidence and hope, willingness to ask for help, self-help, and not dominated 
by symptoms.  Lastly, individuals with higher ability to mobilize their personal social 
network had more positive perceptions of goal and success orientation, personal 
confidence and hope, willingness to ask for help, self-help, and not dominated by 
symptoms.  To sum up, the results revealed an association of access to social capital 
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dimensions with subjective recovery, which was in accord with previous psychiatric 
studies using the RAS as the outcome measure showing that social network supports 
were positively associated with subjective recovery (Corrigan, Giffort, Rashid, Leary, & 
Okeke, 1999; Corrigan & Phelan, 2004; Pernice-Duca, 2005).  
On the other hand, no significant association between overall access to social 
capital and overall objective recovery was found in the study.  The associations between 
each dimension of access to social capital and objective recovery dimensions were 
examined as well.  Neither thought disturbance nor anxious-depressed had significant 
relationships with any of the access-to-social-capital dimensions, whereas 
withdrawal-retardation had inverse relationships with all of the access-to-social-capital 
dimensions.  Individuals with more opportunities for access to persons with personal 
skills, more opportunities for access to persons with public resources, or higher abilities 
to mobilize their personal social network were likely to be less socially withdrawn or 
mentally retarded.  The findings of prior research using the BPRS as an outcome 
measure of objective recovery are varied. Rogers, Anthony and Lyass (2004) found that 
social support was significantly predictive of experiencing fewer psychiatric distresses.  
A Nordic study also indicated that social network size was inversely correlated with 
 166 
BPRS negative and hostility symptoms (Sörgaard, et al., 2001).  In Corrigan and 
Phelan’s (2004) study, however, size of and satisfaction with one’s social network was 
not significantly related to any of the BPRS factors, with the exception that professional 
support was inversely related with social withdrawal but positively associate with 
depression.  Similar to Corrigan and Phelan’s research, this study failed to support an 
association of access to social capital with objective recovery.  
An additional analysis demonstrated no significant correlation between subjective 
recovery and objective recovery in this study.  However, psychiatric disorder-related 
factors, such as negative symptoms, were found to have an influence on the recovery 
process (Hoffmann & Kupper, 2002; Liberman, Liberman, Kopelowica, Ventura & 
Gutkind, 2002).  Therefore, it would be problematic not to address psychiatric 
distress-related factors involving the process of recovery of consumers, because 
symptoms may affect how long a consumer can be in recovery (Roe et. al., 2007).  In 
effect, many psychiatric disorders, especially schizophrenia, may not be curable now but 
definitely treatable through the use of medication, rehabilitation intervention, and various 
social resources.  The recovery process is influenced by interactions between biological 
and social factors (Hoffmann & Kupper, 2002); it is possible that people with chronic 
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mental illness achieve a satisfying life despite the psychiatric symptoms existed by 
learning how to cope with them.  Therefore, it is essential to clarify the interaction 
between objective recovery and subjective recovery in the future study. 
Previous studies have shown that level of social capital is associated with public 
health, above the beneficial effects of social networks (Boneham & Sixsmith, 2006; 
Poortinga, 2006; Rojas & Carlson, 2006; Rose, 2000; Veenstra et al., 2005).  Moreover, 
the lack of social capital is related to mental illness (Webber & Huxley, 2007).  
Specifically, this study suggested that access to social capital is related to recovery 
outcomes among individuals with mental illness, especially subjective recovery 
indicators.  However, research related to the association between access to social capital 
and recovery from mental illness is extremely limited to date. 
Conclusions: Research Question 4 
Question 4 was asked to explore the independent effects of access to social capital 
variables on subjective and objective recovery from mental illness after controlling for 
other variables.  The first model assessed the independent effects of three 
access-to-social-capital dimensions on overall subjective recovery.  Mobilization of 
personal social network independently affected overall subjective recovery, whereas 
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access to persons with personal skills and access to persons with public resources did not.  
Individuals who have more ability and willingness to mobilize their personal social 
network had more positive appraisals of subjective recovery.  Also, social functioning 
and junior high (one of the education dummy variables), were predictors of overall 
subjective recovery.  In effect, social functioning had a bigger effect than mobilization 
of personal social work on overall subjective recovery in the model.  Consumers having 
higher social functioning were more likely to have more positive perceptions of 
self-reported recovery.  Moreover, it was found that social functioning did not moderate 
the relationship between mobilization of personal social network and subjective recovery.  
Individuals with a junior high degree had lower perceptions of subjective recovery than 
did those with an elementary degree, which was unexpected.  Combined access to social 
capital, social functioning, and control variables accounted for 36% of the variance in 
overall subjective recovery.  
When examining the relationships between dimensions of access to social capital 
and of subjective recovery, it was found access to social capital dimensions were only 
related to personal confidence and hope.  It was surprising that individuals with more 
opportunities to access persons with personal skills tended to feel less self-confident and 
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hopeful.  Based on Festinger’s (1954) social comparison theory, Wills (1981) advanced 
the theory of downward comparison that assumes “people experiencing negative affect 
can increase their subjective well-being through comparison with a less fortunate other” 
(p. 245).  Accordingly, interpreted via the social comparison theory, it was possible that 
the more chances consumers had to connect with persons possessing personal skills, the 
more likely the consumers were to feel embarrassed or have a negative self-image that 
could then lead to less self-confidence and hopefulness.  On the other hand, individuals 
with higher ability to mobilize their own personal social network had higher appraisals of 
personal confidence and hope.  The psychological model of empowerment regards 
empowerment as a process of altering the appraisal of power within consumers, and 
increasing self-confidence (Masterson & Owen, 2006).  Accordingly, the ability to 
mobilize the social network may be considered as a form of empowerment, and its effects 
can then result in an increase in self-confidence and hope.  
 Individuals with a junior high degree had lower perceptions of personal 
confidence and hope than did those with an elementary degree.  To understand this 
unexpected result, the researcher checked the demographic description of the sample and 
further examined the relationships between education and other variables and found a 
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significant association between education and age.  It was found that the sample size of 
persons with an elementary degree (n = 12) was much smaller than those with a junior 
high degree (n = 63).  It was possible that the uneven sample sizes may have lead to 
problematic results.  Another potential explanation was the average age of participants 
with an elementary degree (M = 49.83, SD = 8.46) was higher than those with a junior 
higher degree (M = 37.40, SD = 9.23). It may be that age played a role in the association 
between education and personal confidence and hope in the study.  The researcher 
calculated the partial correlation between education and personal confidence and hope, 
partialling out age.  The result showed that education and personal confidence and hope 
remained significantly intercorrelated when age was partialled out (r = .13, p < .05), 
indicating age did not determine the relationship between these two variables.  Social 
functioning was the strongest predictor of all subjective recovery dimensions in the 
model.  
Neither access-to-social-capital dimensions nor social functioning had significant 
independent effects on overall objective recovery; thus, it is not clear from this study how 
access to social capital promotes symptom remission.  A significant association of the 
block of agency information variables with objective recovery was found. Individuals in 
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the half-way house had lower levels of objective recovery than did those in the 
community rehabilitation center.  This difference may be related to the intake criteria of 
potential consumers by the two community mental health agency types.  In Taiwan, the 
intake criteria for residents in the half-way houses mainly focus on the stable mental 
health condition and self-care skills.  However, besides those criteria, the community 
rehabilitation centers are also more likely to ask consumers to have rehabilitation 
potential.  Meanwhile, individuals living outside the Taipei area had lower levels of 
objective recovery than did those living in the Taipei area.  It is possible that consumers 
who live in the Taipei area, a metropolis possessing richer social resources, have more 
opportunities to access mental health-related information and services to lead to better 
recovery outcomes, compared to those in the non-Taipei area.  Another possible 
explanation is that residents outside Taipei are less functional, or have more severe needs, 
in order to consider requesting services. 
Both moderation and mediation effects of the relationship between access to 
social capital and social functioning on subjective recovery were examined in the study.  
No significant interaction effect of association between access to social capital and social 
functioning on subjective recovery was found in the study, suggesting access to social 
 172 
capital and social functioning independently and separately affect subjective recovery.  
As such, the value of access to social capital on subjective recovery did not vary 
according to the value of social functioning, and vice versa.  However, access to social 
capital significantly and partially mediated the relationship between social functioning 
and overall subjective recovery.  Social functioning was associated with subjective 
recovery; that effect was partially explained by the levels of access to social capital.  
Social functioning was positively related to access to social capital; it was possible that 
higher social functioning could promote higher levels of access to social capital, which 
then lead to the more positive perceptions of subjective recovery. Overall, the findings 
supported the conclusion that access to social capital did not independently affect 
objective recovery, but independently affected subjective recovery, especially the 
personal confidence and hope dimension.  The findings of this study were in line with 
other social network studies using the same recovery assessment scale (Corrigan & 
Phelan, 2004; Pernice-Duca, 2005).  In addition, access to social capital was also a 
partial mediator of the relationship between social functioning and subjective recovery. 
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Implications 
Persons with mental illness are more likely to have high density and small 
numbers of dependent, non-reciprocal ties (Pinto, 2006; Yau et al., 2005); moreover, their 
access to social capital level tends to be much lower than the general population (Dutt & 
Webber, 2009), which are disadvantages for the processes of recovery of consumers.  
This study found that the friend support levels among consumers in the half-way houses 
were higher than those in the community rehabilitation centers, suggesting that 
consumers who lived in the half-way house had more reciprocal social networks with 
other people, compared to those in the community rehabilitation centers.  In effect, the 
subjective recovery levels of consumers in the half-way houses were equivalent to those 
who live with their families in the community.  These findings imply community mental 
health programs could help consumers build upon meaningful and reciprocal ties with 
other people and then facilitate subjective recovery of consumers through creating a 
supportive environment to consumers who do not live with their families.  On the other 
hand, consumers in the community rehabilitation centers mostly rely on immediate 
family support, which may cause many stresses on their family members, especially the 
caregivers.  Hence, mental health practitioners should design interventions to enhance 
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consumers’ ability to increase reciprocal social relations with others and facilitate their 
levels of access to social capital.  In doing so, community rehabilitation programs may 
reduce families’ caregiving stresses and help them cope with the impacts of mental illness 
more effectively.  
Having opportunities for access to social resources are essential but not 
completely sufficient to the recovery journey of consumers.  More importantly, 
consumers must have willingness and power to mobilize their own social networks and 
relations when needed, which could lead to a better recovery outcome.  Otherwise, 
social resources embedded in consumers’ social relations would be useless, unless 
consumers could actually mobilize them.  The study implies that community mental 
health agencies should not only help consumers connect with social resources and 
community relations, but also empower consumers to utilize their personal social 
networks.  In presence of the evidence that the dimensions of access to social capital, 
especially mobilization of personal social network, have effects on subjective recovery, 
the need for designing interventions to improve the ability of consumers to create 
reciprocal ties with other people and subsequently access to more social capital should be 
emphasized (Dutt &Webber, 2009).  By employing a social-capital-oriented approach, 
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practitioners could create a supportive environment to help consumers create meaningful 
and reciprocal ties with other people in the community, and then mobilize these resources 
more effectively.  On the other hand, consumers with higher social functioning are more 
likely to have higher access to social capital; thus, how to increase the levels of social 
functioning among consumers should also be taken into consideration in the mental 
health services.  A meta-analysis of research on psychosocial rehabilitation suggested 
that psychosocial rehabilitation, particularly cognitive skills training, as well as family 
pyschoeducation may positively increase consumers’ personal and social functioning and 
enhance their recovery (Barton, 1999).  Therefore, mental health practitioners could 
design programs which integrate these components of psychiatric rehabilitation into a 
social-capital-oriented approach to facilitate the processes of recovery of consumers.  
The recovery concept is a complex construct, embedded within social and 
economical contexts, which mean different things to people experiencing different 
courses of illness, and are a product of the convergence of different forces (Davidson et 
al., 2005).  For a long time, recovery has been defined as absence of symptoms and 
reduction of relapses, allowing an individual to resume personal, social, and vocational 
activities within a normal range (Davidson et al., 2005).  An alternative social 
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perspective of the concept of recovery was provided by the Mental Health Consumer 
Movement, dating back to the 1980s (Jacobson & Greenley, 2001).  The social 
perspective concept does not consider recovery as an absence of symptoms and relapse 
reduction, but as self-help strategies and a moving beyond symptoms to a more 
meaningful life with hope, happiness, self-choice, and growth potential (Davidson, et al., 
2005; Farkas et. al., 2005; Jacobson & Greenley).  Consumers who continue to have and 
be affected by mental illness could be in the process of or even achieve this form of 
subjective recovery at the same time (Davidson et al., 2005).  This study showed that 
access to social capital affected subjective recovery rather objective recovery, suggesting 
that social resources and relations are primarily beneficial to consumers’ perceptions of 
recovery, involving hope, happiness, self-confidence, and self-choice, instead the 
amelioration of symptoms and other deficits related to mental illness.  As such, 
community mental health researchers and practitioners might expect a different form of 
recovery outcome when they offer social-capital-oriented or empowerment-based mental 
health rehabilitation services to consumers.  
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Future Research 
As already noted, the constructs of social capital and recovery are not clearly 
defined.  This study provided the first step to examine the extent of social capital and 
recovery based on the Taiwan social and cultural context.  Future research can continue 
to explore the constructs and extent of social capital and recovery by using different 
methodologies, based on different theories.  Particularly, consumers’ experiences and 
ideas need to be taken into account.  In addition, the final hierarchical regression model 
in the study only accounted for 36% of the variance in subjective recovery; factors related 
to the unexplained variance in recovery need to be studied in the future.  In effect, 
consumers are nested within community mental health agencies within areas, and 
hierarchical linear models can provide an appropriate statistical framework for nested 
data structures (Raudenbush & Bryk, 2002).  Therefore, future study engaging larger 
numbers of consumers can employ hierarchical linear models to improve estimation of 
social capital effects on recovery.  
Different psychiatric diagnoses may present with different psychiatric symptoms 
which may lead to different recovery processes.  Previous schizophrenia studies have 
shown that disorder related factors, such as negative symptoms, were related to the 
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recovery processes (Hofffinann & Kupper, 2002; Liberman, et al., 2002).  Although no 
significant difference among psychiatric diagnosis categories on objective recovery and 
subjective recovery was found in this study, it may be associated with the big sample size 
of schizophrenia group issue.  Therefore, future study can keep investigating whether 
and how different psychiatric diagnoses and disorder related factors influence the 
recovery processes.  
Additionally, consumers in the community rehabilitation centers did not have 
access to more social capital than those in the half-way house.  Also, employed 
consumers did not have access to more social capital than those who were unemployed.  
Further investigation needs to be conducted to understand these phenomena.  In addition, 
future study can take a close look at the relationship between indicators of subjective and 
objective recovery from metal illness.  For example, whether the quality of life of 
consumers who have low objective recovery and high subjective recovery differs from 
those having high objective recovery and low subjective recovery; whether and how 
social factors, such as formal and informal relations, influence the association between 
subjective and objective recovery.  The findings of the study suggested that access to 
social capital plays a role in the appraisal of recovery, but how access to social capital can 
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be effectively implemented and utilized in the processes and outcomes of recovery is 
unclear.  To date, the research related to social capital and recovery in mental health in 
Taiwan is very limited, and this study was preliminary research into the relationship 
between social capital and recovery.  Future studies of the role of social capital and 
recovery, as well as the path of how social capital and other related factors facilitate the 
processes and outcomes of recovery need to be conducted.   
 
Study Limitations 
Several limitations related to the study design, such as measurement and sample 
recruitment, should be addressed in future research.  One limitation was that the 
community rehabilitation centers and the half-way houses participating in this study were 
not based on a random sampling procedure.  Some selected agencies failed to participate 
in the study because of privacy concerns or heavy workload issues; hence, the researcher 
did not use a stratified random sampling procedure to recruit the agencies and used 
convenience sampling instead.  The weaknesses of non-probability sampling include 
bias in selection of units and limited generalizability of results (Singleton & Straits, 2005).  
At the time of the data collection, 69 half-way houses and 30 community rehabilitation 
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centers were considered as research settings; among them, 13 half-way houses and 13 
community rehabilitation centers were included in the current study.  Although this was 
not a random sampling procedure, the researcher attempted to improve the 
representativeness of the sample as much as possible by increasing the number of 
agencies that participated in the study.  Basically, all potential subjects in the selected 
agency were recruited into the study, except unsuitable or incapable consumers who were 
ruled out by the agency staff in advance, or those who rejected participation.  It was 
possible that subjects who volunteered to participate differed from those who did not.  
Thus, the ability to make statistically valid inferences from the data back to the 
population for this study was limited.  
The validity of measures was another limitation in the study.  For example, 
recovery is a complex construct in which the RAS may not appropriately capture the 
dynamic process of subjective recovery and the BPRS may not adequately assess the 
outcome of objective recovery.  Similarly, social capital is a multidimensional construct; 
the ASCS may fail to sufficiently catch the dimensions of social capital.  Therefore, 
future study needs to re-measure the validity of recovery and access to social capital 
measures.  
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Another limitation was that the current study was a cross-sectional design, not a 
longitudinal or experimental design.  The cross-sectional design is limited by the 
amount and accuracy of the information from the subjects’ self-report and presents 
problems for inferring causal relationships (Singleton & Straits, 2005).  In effect, it is 
hard to employ a truly experimental design in the human services area (Singleton & 
Straits, 2005); thus, quasi-experimental designs or multiple-time series designs would be 
preferable to cross-sectional designs because of the advantages of statistical control and 
stronger causal inferences (Singleton & Straits, 2005).  However, due to the limitations 
of time and available resources, the researcher was unable to employ a time series design 
in the current study.  
Another limitation was response effects may occur during the data collection 
processes.  One of these response effects is the social desirability effect, which refers to 
when the participant’s sensitivity to a measurement is influenced by the process of 
measurement (Singleton & Straits, 2005).  During data collection, some staff in the 
agencies introduced the researcher to potential participants as a “teacher” who was doing 
data collection for her dissertation.  Although the researcher stressed that participation 
was voluntary and answers would be kept confidential, some participants might have felt 
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an obligation to participate because of teacher authority, whereas some might have 
worried that their answers would be reported back to staff.  Although some participants 
chose to fill in the questionnaires by themselves, some participants asked the researcher 
to interview them due to limitations of literacy or other problems.  In some cases, 
participants were not very familiar with Mandarin, thus, the researcher needed to translate 
into Taiwanese instead and detailed the questions to participants.  Participants might 
have answered questions differently if they had filled in the questionnaires by themselves.  
Finally, the interview environment on site in agencies varied.  Some agencies provided a 
quieter and more private interview space than others, which might have caused some kind 
of measurement errors during the data collection.  
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Appendix A 
Letter to Community Mental Health Agency 
Dear manager and staff, 
Your agency is invited to participate in a study that aims to investigate the 
association between social capital and recovery from mental illness. The study is 
conducted by Su-fen Liu, a doctoral student at the Graduate School of Social Work. 
Results will be used to learn more about the effects of social capital on the recovery of 
persons with mental illness. 
Research contents: This study will involve asking consumers a set of questions 
and asking their mental health providers about consumers’ recovery information. It would 
take about 40 minutes to finish the questionnaire. Participation will involve responding to 
a number of questions about social capital, social functioning, and recovery from mental 
illness. Social capital in this study refers to the social resources based on your social 
relations and social networks. 
Participant criteria: participants must be a current consumer (a) 18 to 60 years old, 
(b) diagnosed according to DSM-IV, (c) participating in either a community 
rehabilitation center or a half-way house for at least one month, and (d) willing and able 
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to engage in this study and provide informed consent. 
Consumers who are able to independently complete questionnaires can 
self-administer the questionnaires, with the assistance of the researcher when necessary. 
Otherwise, those who could not or were unwilling to self-administer the questionnaires 
will be assessed via in-person interviews. Staff respondents are required to 
self-administer the questionnaires. Data collection period will begin in early March 2009 
and end in late July 2009. The researcher will spend one week in one agency to collect 
data. Snacks and drinks, such as tea or cookies, will be provided by the researcher during 
data collection.  
The researcher hopes that your agency will seriously consider this opportunity to 
be part of this study that will help increase understanding of community mental health 
rehabilitation and recovery from mental illness. 
Sincerely,  
Su-fen Liu 
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Appendix B 
Permission Letter 
 
Chun-Ming Chen 
Cheng Tai Community Mental Health Center 
No.54, Gangshun St., Siaogang District,  
Kaohsiung City 812, Taiwan (R.O.C.) 
Tel: 07-8418441 
Fax: 07-8418446 
 
To whom who may concern, 
 
The Cheng Tai Community Mental Health Center grants Su-fen Liu’s request for 
doing her research “A study of the effect of social capital on the recovery of persons with 
mental illness in Taiwan” in the mental health centers. 
 
 
Chun-Ming Chen 
Director of Cheng Tai Community Mental Health Center 
January 19, 2009 
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Appendix C 
Informed Consent Form (consumers) 
You are invited to participate in a study that aims to investigate the association 
between social capital and recovery from mental illness. The study is conducted by 
Su-fen Liu, a doctoral student at the Graduate School of Social Work. Results will be 
used to learn more about the effects of social capital on the recovery of persons with 
mental illness. Su-fen Liu can be reached at 002-1-303-731-7562 sliu23@du.edu. This 
project is supervised by advisor, Dr. Enid Opal Cox, GSSW, University of Denver, 
Denver, CO 80208, 002-1-720-339-5039 ecox@du.edu. 
This study will involve asking you a set of questions and asking your mental 
health providers about your condition and your recovery. Your participation in this study 
should take about 40 minutes of your time. Participation will involve responding to a 
number of questions about social capital, social functioning, and recovery from mental 
illness. Social capital in this study refers to the social resources based on your social 
relations and social networks. For example, people who can give you job information 
when you are looking for a job could be the source of your social capital. These people 
include family, friends, colleagues, or acquaintances who can help you when you need. 
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Participation in this project is strictly voluntary. The risks associated with this project are 
minimal. If, however, you experience discomfort you may discontinue the interview at 
any time. We respect your right to choose not to answer any questions that may make you 
feel uncomfortable. Refusal to participate or withdrawal from participation will involve 
no penalty or loss of benefits to which you are otherwise entitled.  
Your responses will be identified by code number only and will be kept separate 
from information that could identify you. This is done to protect the confidentiality of 
your responses. Only the researcher will have access to your individual data and any 
reports generated as a result of this study will use only group averages and paraphrased 
wording. This list will be kept in a secure setting. In addition, when the researcher reports 
information, it will be reported for the entire group of subjects, never for any on 
individual. All questionnaires will be kept in a locked cabinet. 
If you have any concerns or complaints about how you were treated during the 
interview, please contact advisor Dr. Enid Opal Cox, SSW, University of Denver, Denver 
at 002-1-720-339-5039, ecox@du.edu. or Sylk Sotto-Santiago, Office of Research and 
Sponsored Programs at 002-303-871-4052 or write to either at the University of Denver, 
Office of Research and Sponsored Programs, 2199 S. University Blvd., Denver, CO 
 203 
80208-2121. You can also contact the director of the Cheng Tai Community Mental 
Health Center, Chun-Ming Chen, at 07-8418441 or 07-8418446 (fax). 
You may keep this page for your records. Please sign the next page if you 
understand and agree to the above. If you do not understand any part of the above 
statement, please ask the researcher any questions you have. 
I have read and understood the foregoing descriptions of the study called “A study 
of the effect of social capital on the recovery of persons with mental illness”. I have 
asked for and received a satisfactory explanation of any language that I did not fully 
understand. I agree to participate in this study, and I understand that I may withdraw my 
consent at any time. I have received a copy of this consent form. 
 
Signature _____________________ Date _________________ 
___________ I would like a summary of the results of this study to be mailed to 
me at the following postal or e-mail address: ____________________ 
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Appendix D 
The Social Capital and Recovery from Mental Illness Questionnaire 
 
A. The Social Capital Scale 
The following questions are about the people you currently know. These might be family 
members, friends or acquaintances, but they do not include friends of friends or people 
that you are not personally in contact with. The questions will ask if you currently know 
someone with a particular skill or resource.  
(A) Do you personally know anyone with the skill or resource listed below that you are 
able to gain access to within one week if you needed it? 
Please answer all these questions, even if you possess the skill or resource yourself or if 
you have never needed to ask for it before. If ‘yes’, you may tick more than one box. 
 
   
 
 Do you currently have access to 
   someone who … ? 
 
 
 
N
o 
 
 
Yes 
Im
m
ed
iate 
F
am
ily 
W
id
er F
am
ily
 
F
rien
d
 
 
N
eig
h
b
o
r 
C
o
lleag
u
e 
A
cq
u
ain
tan
ce 
1 … can repair a broken-down car         
2 … is a reliable tradesman (i.e. 
plumber, electrician) 
        
3 … can speak another language 
fluently 
        
4 … knows how to fix problems with 
computers 
        
5 … is good at gardening         
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6 … has a professional occupation         
7 … is a local councilor         
8 … works for your local council         
9 … can sometimes employ people         
10 … knows a lot about government 
regulations 
        
11 … has good contacts with the local 
newspaper, radio or t.v. 
        
12 … knows a lot about health and 
fitness 
        
13 … knows a lot about DIY         
 
(B) If you need someone to help you in the following areas, would you be able to obtain 
this help from anyone within one week? 
Please answer all these questions, even if you have never needed to ask for it before.  
If ‘yes’, you may tick more than one box. 
 
 
    
 
Do you currently personally know 
   anyone who would … ? 
 
 
No 
 
  
Yes 
Im
m
ed
iate F
am
ily
 
W
id
er F
am
ily
 
F
rien
d
 
N
eig
h
b
o
r 
C
o
lleag
u
e 
 
A
cq
u
ain
tan
ce 
1 … give you sound advice about money 
problems 
        
2 … give you sound advice on problems 
at work 
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3 … help you to move or dispose of 
bulky items (i.e. use of a van) 
        
4 … help you with small jobs around the 
house 
        
5 … do your shopping if you are ill         
6 … lend you a small amount of money 
(i.e. for a local taxi fare) 
        
7 … give you careers advice         
8 … discuss politics with you         
9 … give you sound legal advice         
10 … give you a good reference for a job         
11 … get you cheap goods or ‘bargains’         
12 … help you to find somewhere to live 
if you had to move home 
        
13 … lend you a large amount of money 
(i.e. for a deposit on a flat or house) 
        
14 … look after your home or pets if you 
go away 
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B. Social Functioning Scale 
The following questions are to understand your living style within the past three months. 
Please choose the most appropriate answer for each of these statements. 
1. Social life/withdrawn 
(1) Did you talk to people before they talk to you?  
____0= almost not ____1= rarely ____2= sometimes ____3= often 
(2) Did you go out often (for any reasons)? 
____0= almost not ____1= rarely ____2= sometimes ____3= often 
2. Interpersonal communication  
 (1) When you talk to people, could you understand his/her meanings?  
____0= almost not ____1= rarely ____2= sometimes ____3= often 
(2) Did you have any problem to talk to other people?  
____0= very easy ____1= easy ____2= not sure____3= difficult ____4= very 
difficult 
(3) Could you express yourself clearly? 
____0= almost not ____1= rarely ____2= sometimes ____3= often 
3. Independence- Ability and Performance 
(1) Ability: Please tell us if you are able to do the following things 
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  3= capable 2= need help 1= not capable 0= not sure。 
(2) Performance: Please answer whether you did the following things by yourself 
within past three months 
  0= never 1= rarely 2= sometimes 3= often 
 (1)ability (2) performance 
1. shopping ____ ____ 
2. doing housework ____ ____ 
3. preparing your own meals ____ ____ 
4. using transportation by yourself ____ ____ 
5. buying your own clothes ____ ____ 
 
4. Entertainment  
Please tell us if you did the following things often within past three months? 
  0= never 1= rarely 2= sometimes 3= often 
____ (1) gardening 
____ (2) reading 
____ (3) watching TV 
____ (4) listening to music or radio 
____ (5) fixing or repairing broken stuff 
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____ (6) driving, riding motorcycle or biking 
____ (7) habits or interests (e.g. singing) 
____ (8) shopping  
____ (9) playing computer game or using computer 
5. Social life 
Please tell us if you did the following things often with other people within past three 
months? 
  0= never 1= rarely 2= sometimes 3= often 
____ (1) traveling or outdoor activities 
____ (3) hang out, chatting or playing card 
____ (3) visiting your relatives or friends  
____ (4) inviting relatives or friends at home 
____ (5) attending outside activities 
____ (6) eating out 
6. Employment 
(1) Do you have a job right now? 
____1= yes         ____2= no 
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If yes, a: what is the job title? _____ b: how many hours a week? ____ c: how 
long have you done this job?_______months 
  If no, a: when is the last time you have a job? ____ b: what kind of job you had 
then ? _________ how many hours did you work a week at that time? ____ 
    (2) Do you attend a day-care center or a rehabilitation workshop? 
        ____1= yes ____2= no 
 (3) Do you think you are able to work? 
____3= yes  ____2= limited ability   ____1= of course not 
(4) Do you try to find a job with past three months?  
____0= never ____1= rarely ____2= sometimes ____3= often 
 
C. Recovery Assessment Scale 
 
Please indicate the response that best describes the extent to which you agree or disagree 
with the statement.  
 
Statements  Strongly 
disagree 
disagr
ee 
Not 
sure 
Agre
e  
Strongl
y agree 
1. I have a desire to succeed.      
2. I have my own plan for how to stay 
or become well. 
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3. I have goals in life that I want to 
reach. 
     
4. I believe I can meet my current 
personal goals. 
     
5. I have a purpose in life.      
6. Even when I don’t care about myself, 
other people do. 
     
7. I understand how to control the 
symptoms of my mental illness 
     
8. I can handle it if I get sick again.      
9. I can identify what triggers the 
symptoms of my mental illness. 
     
10. I can help myself become better      
11. Fear doesn’t stop me from living 
the way I want to. 
     
12. I know that there are mental health 
services that do help me. 
     
13. There are things that I can do that 
help me deal with unwanted symptoms. 
     
14. I can handle what happens in my 
life. 
     
15. I like myself.      
16. If people really knew me, they 
would like me. 
     
17. I am a better person than before my 
experience with mental illness. 
     
18. Although my symptoms may get 
worse, I know I can handle it. 
     
19. If I keep trying, I will continue to 
get better. 
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20. I have an idea of who I want to 
become. 
     
21. Things happen for a reason.      
22. Something good will eventually 
happen. 
     
23. I am the person most responsible 
for my own improvement. 
     
24. I’m hopeful about my future.      
25. I continue to have new interests.      
26. It is important to have fun.      
27. Coping with my mental illness is no 
longer the main focus of my life. 
     
28. My symptoms interfere less and 
less with my life. 
     
29. My symptoms seem to be a 
problem for shorter periods of time 
each they occur. 
     
30. I know when to ask for help.      
31. I am willing to ask for help.      
32. I ask for help, when I need it.      
33. Being able to work is important to 
me. 
     
34. I know what helps me get better.      
35. I can learn from my mistakes.      
36. I can handle stress.      
37. I have people I can count on.      
38. I can identify the early warning 
sings of becoming sick. 
     
39. Even when I don’t believe in 
myself, other people do. 
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40. It is important to have a variety of 
friends. 
     
41. It is important to have healthy 
habits.  
     
 
 
D. Personal information: 
1. age: __________years old 
2. gender:   male   female 
3. your highest level of education: 
 Elementary   Junior High   High School  BA and above  other 
4. What is your ethnicity? 
    Mainlander    Islander   Hakka   Aborigine   Other 
5. the diagnosis of mental illness: ________ 
6. the onset of mental illness: ______ 
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Appendix E 
Brief Psychiatric Rating Scale (STAFF)  
 
Date: _________ 
1. Name of consumer:___________ 
2. The diagnosis of mental illness: ________ 
3. The onset of mental illness: ___________ 
4. Service receiving time; ___________________ 
Please circle the number headed by the term that best describes the patient's present 
condition. 
 Questions 
not 
present 
mild moderate severe 
extremely 
severe 
1 Somatic concern      
2 Psychic Anxiety      
3 Emotional Withdrawal      
4 Conceptual Disorganization      
5 
Self depreciation and Guilt 
Feeling 
     
6 Somatic Anxiety      
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7 Specific Motor Disturbance      
8 Exaggerated Self-Esteem      
9 Depressive Mood      
10 Hostility      
11 Suspicioiusness      
12 Hallucination      
13 Psychomotor Retardation      
14 Uncoorperativeness      
15 Unusual Thought Content      
16 Blunted or Inappropriate Affect      
17 Psychomotor Agitation      
18 Disorientation and Confusion      
 
